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Uitra- Violet 
Therapy 


Hundreds of these Lumsden Sun Lamps have 
already given striking proof of their reliability. 
They have found many varied uses, because, 
though they are portable, they give a very 
generous actinic output. These Lamps can be 
recommended with confidence where it is neces- 
sary to advise a patient to obtain a Sun Lamp 
in order that treatment may be carried out at 
home, under the physician’s guidance. In spite 
of war-time difficulties delivery can be made 
quickly, but to comply with Government regula- 
tions the patient must be furnished with a special 
medical certificate and complete a licence to 
purchase application form (both of which we 
can supply). 


Specification 


The Quartz Mercury-Vapour Burner is self- 
starting and ‘is afforded protection, by a door, 
against damage and dust. Built into the back 
of the case is a compartment to hold the 
flexible cable znd goggles. This makes a very 
compact self-contained unit which can be safely 
used from any electric-light point as the curren! 
‘ consumption is small, 


Full particulars can be obtained from the 
Lumsden Lamp Co., (221) Millburn, Almond- 
bank, Perth. (Please enclose 1d, stamp to compl: 
with Government regulations.) 


LUMSDEN 
SUN LAMP 
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ACUTE PERFORATED PEPTIC ULCER 


FREQUENCY AND INCIDENCE IN THE WEST OF SCOTLAND* 


Cc. F. W. ILLINGWORTH, F.R.C.S. 


L. D. W. SCOTT, M.R.C.P. 


AND 
R. A. JAMIESON, F.R.C.S. 


During the past half-century several hundred reports have been 
published on the frequency and incidence of perforated peptic 
ulcer. Nearly all of them, however, have been based upon 
the experience of individual surgeons or single hospitals, and 
have thus been limited in scope. It seemed to us, therefore, 
that there was a need for a survey based upon a wide region 
and dealing with a large series of cases. We are fortunate 
in having in the West of Scotland such a region with a 
population for which the Census provides accurate data as 
to size and composition ; and since perforated ulcer is excep- 
tionally common in this region our series is a large one—far 
exceeding. any previously reported—and eminently suitable for 
statistical analysis. 

The region comprises the city of Glasgow and the counties 
of Argyll, Dumbarton, Lanark, and Renfrew, This area was 
selected because it forms the natural (and, as regards emergency 
work, exclusive) catchment area for a comparatively small 
number of hospitals, mainly situated in Glasgow.- It can be 
stated with confidence that practically all perforations within 
this area are treated in the hospitals listed, and, moreover, 
that these hospitals treat practically no perforations from 
beyond this area. 

According to the Registrar-General’s estimate for 1938 (the 
last figures available) the population of this area was 2,169,959. 
Over 80% of the population lies in the congested city of 
Glasgow, the towns of lower Clydeside, and the industrial 
istricts of Lanarkshire. The remainder includes the sparsely 
populated highland county of Argyll. The 1931 Census shows 
that 92.2% of the population is urban, 7.8% rural. The 
population is thus predominantly town-dwelling and industrial. 
The industries are mainly of the heavy type, particularly 
mining and quarrying, engineering, shipbuilding, and allied 
trades. 


In this region we have obtained records of all perforations 
treated in hospitals of over 15 beds and in private practice 
during the year 1943. For earlier years, since the records 
of the smaller hospitals are not available, we have restricted 
our survey to the three main Glasgow voluntary hospitals 
(Royal, Western, and Victoria Infirmaries). These hospitals 
in 1943 treated 80% of perforations in the region ; this propor- 
tion is known to be correct also for 1938, and our knowledge 
of local conditions convinces us that it is reasonably accurate 
for earlier years ; we therefore feel confident that the records 
of these hospitals may be used as a basis for assessments 
mM regard to the whole population. In these three hospitals 
we have obtained records of all perforations treated during 
the 20-year period 1924-43, and this series, which comprises 
Over 7,000 cases, provides the material for the greater part 
of this report. 


Frequency of Perforated Peptic Ulcer in the West of 
Scotland, 1943 
Information regarding perforations treated during 1943 was 
ight from ail hospitals of over 15 beds and from all surgeons 
Private practice in the area. Full records were obtained 





*A survey made under the auspices of the Nuffield Provincial 
Hospitals Trust. 


from all the hospitals except three small cottage hospitals 
and from 25 of the 28 surgeons circularized. Our figures 
(Table 1) may therefore be regarded as substantially complete 


TaBLe 1.—Perforated Peptic Ulcer: West of Scotland, 1943 











Three voluntary teaching hospitals 
Two smaller voluntary hospitals .. 
Municipal hospitals a 

Seven cottage hospitals 

Private cases . . wi 


Total .. 











It will be noted that of the total of 471 cases 376 (79.8%) 
were treated in the three voluntary teaching hospitals. The 
records of these hospitals form the basis for the remainder 
of this report. The number of cases treated in municipal 
hospitals was small, as was to be expected in view of the 
fact that these hospitals in Scotland do not commonly admit 
emergency cases. It will be seen also that only 9 cases are 
classified as “private cases.” This low figure may be due 
to the fact that in Scotland members of all the social classes 
seek hospital admission for urgent surgical treatment. The 
incidence of perforation in different social classes merits 
investigation. 


Annual Incidence during 20-Year Period, 1924-43 


To ascertain the incidence of perforated ulcer in the 20-year 
period 1924-43 we have obtained fecords from the three main 
Glasgow voluntary hospitals, the Royal, Western, and Victoria 
Infirmaries. 





Cig.L, PERFORATED PEPTIC ULGES, 


ANNUAL PERFORATIONS TREATED, 1924 to 1945. 
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Fig, 1 shows that the number of perforations treated annually 
increased rapidly in the period under review. In the pre-war 
4375 
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years there was a fairly uniform increase from rather less 
than 200 in 1924 to rather more than 400 in 1938. During 
the war the number of perforations was higher in 1940-1 
and lower in 4942-3 than would have been expected on the 
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Estimating the total cases in this way, and using the R 
General's estimates of population (which are available 
up to 1938), the incidence of perforation per 100,000 f, 
1924 to 1938 is: 


Year: 1924 °25 °26 '27 "28 '29 "30 °31 °32 33 °34 "35 "36 ‘307 


incidence 


per 100,000 11 


16 17 19 20 19 2 


9 222 


The significance of this increase in incidence during 
20-year period is best appreciated in the light of ears 
observations. Perforated ulcer is said to have been rare jp 
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basis of the trend 
in the previous 16 $0 
years; both the i 
excess and the de- 
ficiency are statis- 
tically significant. 80} 
It should be added 
that these changes 
are not due to war- 
time changes in the 
population. 

The figures given 
provide a_ basis 6ob 
for estimating the 
changing incidence 
of perforation in . ; 
a known popula- 50F 
tion. We have | n i 


No.of Cases: 


PER TED PEPTIC ULCE GLASGOW 
Incidence by Months. 1938-1943 


already shown that | 

the records of bol [I | | 
the three main | | Wilts 
hospitals represent 

80% of the total | 

hospital admis- 30} | T 
sions. We believe, | 
further, that the 

total hospital cases 
approximate very 
closely to the total 
number of cases 
occurring in the 10 
population. Doubt- 
less there has been 
some improvement 
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the period under 

review, but since the pain following perforation is so com- 
manding, the clinical features so characteristic, and the urgent 
need for operation so clear, it’seems reasonable to suppose that 
even 20 years ago very few patients failed to reach hospital. 
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incidence of Perforations during the Present War, with 
Special Reference to Air Raids 

We have drawn attention (Fig. 1) to the marked rise in 
incidence of perforations in Glasgow in 1940-1. A similar 
rise has been noted by workers in other parts of the country 
(Stewart and Winser (1942) in London; Rendle Short (1942) 
in Bristol ; Wilson (1942) in Liverpool; and Riley (1942) in 
Newcastle). 

In Fig. 3 our records are shown alongside those pub- 
lished by Spicer, Stewart, and Winser (1944), for comparison. 
Admittedly these graphs which show average incidences for 
different parts of the various years are deceptive, for they 
take no account of seasonal fluctuations ; but at any rate they 
show that the general trend in the two cities was closely 


the high incidence of perforations in March cannot be 
attributed to them, for of the 86 perforations recorded in 
March no fewer than 41 occurred before the air raids began. 

From these observations it is clear that in Glasgow the 
local air raids cannot be held responsible for the 1940-1 
increase of perforations, and other factors require to be con- 
sidered. During the period in question the whole country 
was in a state of nervous strain as a result of the war 
situation. From the summer of 1940 onwards, also, there 
was a great increase in the amount of overtime work, and 
there were additional duties in connexion with the Civilian 
Defence Services and the Home Guard: the resulting weari- 
ness, lack of sleep, and irregularity of meal hours might well 
be tolerated for a few months but might later precipitate 
perforation. Finally, it is possible that the food shortage 
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similar. In London the rising incidence was noted shortly 
after serious air raids began (in Sept., 1940), and a similar 
correlation was noted in Bristol and Liverpool. So far as 
Glasgow is concerned, however, a close study of the figures 
leads us to the conclusion that such a correlation did not 


In Fig 4, which shows the incidence by months from 1938 to 
1943, it will be seen that in Glasgow the incidence rate began to 
fise in the autumn of 1940, reached a high peak in March, 
1941, and remained abnormally high until the end of June, 1941. 
But in Glasgow the rise in incidence did not follow air raids ; 
on the contrary, it anticipated them. In Glasgow there was 
nothing comparable to the prolonged bombardment to which 

Adon was subjected. Apart from a few desultory raids, 
Which excited greater interest than apprehension, the first 
attacks to be sustained were the two heavy raids in March, 
1941. These raids occurred on March 13-14 and 14-15, but 
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which was beginning to be evident at that time may have 
exerted an influence. 

The fall of incidence after June, 1941, and in 1942-3 is 
equally interesting and even more difficult to explain. It 
could be suggested that ulcer patients who might have 
perforated in 1942-3 had already done so in 1941; but this 
explanation will not hold water, for one perforation does not 
protect against subsequent ones. There is indeed no ready 
explanation of this fall in incidence. 


Sex Distribution (3 Main Glasgow Hospitals ; 20-year Period) 


The sex distribution is shown in Fig. 5. The great pre- 
ponderance of males is clear, and the overall ratio of males 
to females is 6,796 to 360, or 19 to 1. It will be seen that 
the incidence rate of perforations increased in both sexes 
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throughout the 20-year period, and the ratio of 19 to 1 was 
substantially maintained, though there were wide fluctuations 
from year to year. The rise in 1940-1 and the fall in 1942-3 
are seen to be confined to males. In females the general 
trend of the pre-war years was maintained. This finding is 
somewhat surprising in view of the great changes which have 
taken place, especially since 1939, in the habits and working 
conditions of women. 


Age Distribution (3 Main Hospitals; 20-year Period) 


The general characteristics of the age distribution are at 
once apparent from Fig. 6, which shows the 7,156 cases of 
our series arranged in 5-year groups. To obtain the true 
incidence at different ages a correction must be applied, to 
allow for the diminishing numbers in each age group in 
the population as age advances. The results are given in 
Fig. 7, which shows (for both sexes and for males) the 
incidence rate per 100,000 living in each age group. It will 
be seen that the incidence reaches its maximum between 35 
and 45 years and falls only slowly thereafter. 

An interesting feature is the sudden increase in the frequency 
of perforation at adolescence. Perforation in childhood is 
rare: in our series (exclusive of the few cases which may 
have been treated in the Royal Hospital for Sick Children) 
there was one perforation at 8, one at 11, and one at 12 years. 
From age 13 to age 19 there is a truly remarkable increase, 
the numbers observed at successive single years of age being 1, 
6, 16, 32, 44, 86, 101 (see Fig. 8). 

The age distribution did not remain stable throughout the 
period. Between 1924 and 1943 the mean age rose by some 
34 years, the rate of increase being fairly uniform. The 
rise is doubtless due- in part to the increasing mean age of 
the population in the area served: this does not, however, 
appear to be the whole explanation, and the question is being 
studied further. ; 

I’ males and females the age distribution is dissimilar. 
It will be seen from Fig. 6 that the mean age of males 
is 3 years less than the mean age of females. Analysis shows 
that it is extremely improbable that a difference of this 
magnitude has arisen by chance. Nor is the difference to be 
explained by a discrepancy in the population served, for 
the mean ages of adult males and females in the population 
are almost equal. We believe, in consequence, that there is 
a small but nevertheless a real difference in age incidence 
in the two sexes. 


(To be concluded in next week’s issue) 
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J. D. S. FLEW, M.D., M.R.C.O.G. 


During the training of the medical student and pupil midwife 
in the labour ward much stress is laid upon the prevention of 
perineal tears, and to a great extent their skill at delivery is 
judged on the results obtained by them in this direction. Whilst 
agreeing that, in general, an intact perineum is better than a 
torn one, this statement needs qualification and consideration 
before it can pass unchallenged. Lubin (1932) has stated: 
“It is presupposed that a patient without a lacerated perineum 
fares better than her more unfortunate sister in so far as 
puerperal morbidity, comfort, future pathology, and disability 
are concerned.” The damage incurred by the patient if order 
to maintain the integrity of her perineum must be considered. 


Disadvantages of a Torn Perineum 


What are the possible disadvantages of a torn perineum? 
The greatest is a complete tear through the sphincter and 
mucous membrane of the rectum, so that the patient is left 
with a recto-vaginal cloaca, incontinent of flatus and faeces. 
This is a disaster, and the repair of a complete tear a major 
surgical operation, upon which depend that patient’s future 
comfort and happiness, for without complete rectal control 
she will be forced to segregate herself. Even if the operation 
is “ almost successful,” so that she has sphincter control restored 
but is left with a recto-vaginal fistula, she will be miserable and 
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remain a social outcast until at a subsequent o i ; 
fistula is repaired. ae 

A patient whom I saw in 1937 illustrated this condition. She 
a complete perineal tear at the birth of her first baby, four year 
previously. This had been sutured, but she was left with a 
vaginal fistula, which had defied three attempts at repair, after which 
her advisers had told her that nothing further could be done for her, 
but that in time the fistula might close spontaneously. 

For four years that woman had been afraid to associate with 
others. She has never been to a neighbour’s to tea or asked 
to her house, If she became constipated, flatus escaped through the 
fistula ; at other times the vagina was always contaminated by faecal 
matter. No coitus had occurred since her confinement, and ag the 
result of all these facts her_mental condition had deteriorated, and 
at times she had considered suicide. 

I admitted her to University College Hospital, and, using silver 
wire sutures, as first advocated by Marion Sims for vesico-vaginal 
fistula, successfully closed the fistula and a most miserable period in 
that patient’s Jife. ; 

There can be no argument against the statement that , 
perineal tear involving the rectum must be avoided at all costs 
Tears which do not reach the rectum are less serious, but they 
involve the risk of sepsis, they need to be repaired, the sutures 
are uncomfortable during the 7-10 days in which they ar 
in situ, and if good apposition is not obtained (by no means 
always easy) the patient may be left with a painful scar, which 
at times results in dyspareunia. 

These facts are good evidence in favour of guarding the 
perineum from injury, but do they justify the enthusiasm of 
many labour-ward sisters and other teachers of midwifery, as 
a result of which their pupils come to regard their task as one 
in which the three essentials are to leave a live baby and a 
living mother in whom the perineum is intact? 

In order to prevent perineal laceration the second stage of 
labour is often grossly lengthened. The mother is subjected to 
unnecessary pain and the foetus to prolonged pressure. The 
perineum is stretched so that it becomes of tissue-paper thick 
ness, but it remains intact. True, the baby may be in white 
asphyxia or even dead, the mother distressed, the uterus 
exhausted so that post-partum haemorrhage is more probable 
since it has been working hard to overcome the resistance of 
the perineum, augmented by the strong hand of the anxious 
accoucheur. Nevertheless, we repeat with pride: “ The perineum 
is intact.” 

Aetiology of Prolapse 


What is discovered if cases subjected to such treatment are 
followed up? In any gynaecological clinic approximately 25% 
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of the multiparous patients attend on account of symptoms 
referable to prolapse, and of the same group admitted for 
operation the figure is nearer 50%. Do these cases occur 
because of perineal tears? No. Many cases of unrepaired 
complete tear of years’ standing have no prolapse at all, whereas 
by prevention of perineal rupture, especially in primigravidae, 
many cases of prolapse are unwittingly caused. 
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Koster (1935) states that the uterus cannot be supported by 
any structures at the base of the broad ligament, nor by any; 
structures attached to it. He maintains that the muscles closing 
the pelvic aperture are the true uterine supports, and that one 
these are damaged the intra-abdominal pressure, especially when 
raised as in straining, coughing, etc., causes descent of the uterus. 
This would indicate that the uterus is pushed downwards from 
above rather than pulled downwards from below. 

Mengert (1936), however, states that it is doubtful if the pelve 
floor affords any support to the uterus, and bases his opiniot 
on experiments performed on eight cadavers. A weight of I kg 
was attached to the cervix in each case and various st 
were divided. No uterine descent occurred until the lower thi 
of the broad ligaments and upper two-thirds of the paravagi 
tissues were divided. Then there was an average uterine desc 
of 10.5 cm., in spite of the fact that the pelvic floor was intat 
in all cases. 

Here are two diametrically opposite opinions—and a 
not the truth lie between the two? Surely the uterus is 
ported from below by the pelvic floor and suspended 
above by such structures as the cardinal and utero-sacral I 
ments? Of these, the support from below is the more imp 
tant. and whether the uterus can descend or not depe 
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primarily upon the integrity of the pelvic floor. Mengert’s body of both foetus and mother.” DeLee (1915) advocated 


theory would explain those eases of “vault prolapse” which 
may occur in nulliparous patients and which account for only 


a small proportion of the total number of cases. Koster’s . 


theory must be criticized because of _the statement that the 
uterus is pushed downwards by coughing, straining, etc. — Cer- 
tainly this may aggravate the condition, but is it the primary 
factor? 

One has but to see a few cases of prolapse to realize that 
a cystocele and rectocele occur low down the vaginal wall, 
within an inch of the introitus, not high up about the vaginal 
fornices. This sagging of the vaginal walls tends to pull the 
uterus downwards, since they are attached to the latter about 
the level of the internal os. Furthermore, the damage to the 
vaginal supports allows the bladder in front and rectum behind 
to protrude into the lumen of the vagina, covered only by the 
lining of the latter. The protruding viscera then keep apart 
and further separate the damaged vaginal supports, and the 
condition is a true hernia of bladder and possibly urethra in 
front, and rectum and anal canal behind. 

The symptoms of which patients complain are, in the main, 
referable to these herniae rather than to the actual position of 
the uterus, and the term “ prolapse of the uterus” is a mis- 
aomer which in most cases should be discarded for the term 
“vaginal hernia” ; or, should the term “ prolapse ” be retained, 
it should be regarded primarily as prolapse of the vaginal wall 
rather than of the uterus. 

During the puerperium not only does the uterus involute but 
the vaginal and uterine supports undergo the same process. 
Sepsis is said to be an important factor in causing subinvolution 
of all these structures, and overstretching and tearing of deep- 
seated fibres is equally important in preventing the utero-vaginal 
supports from regaining their previous tone and returning to 
approximately their previous length. Already it has been men- 
tioned that sepsis may gain entrance to the pelvic cavity via 
the torn perineum ; more commonly it does so via the placental 
site or torn cervix. In the majority of first labours, when the 
presenting part meets the pelvic floor a trickle of fresh blood 
can be observed, indicating damage to soft parts. If, after 
delivery, the labia are separated and the vagina inspected in a 
good light, a ragged torn area can often be seen on the com- 
mencement of the posterior vaginal wall, even when the 
perineum is intact. Should the perineum be torn, then this area 
would doubtless be incorporated in the repair ; if it is not, how 
often will this wound alone be repaired? Here is another site 
for the entrance ‘of infection—an important factor in the aetio- 
logy of prolapse. 

These facts should make us pause to consider whether our 
management of the second stage of labour needs revision, and 
if our enthusiasm for maintaining the integrity of the perineum 
is always justified. Salmond and Dearnley (1935), considering 
this question, gave it as their opinion that episiotomy may be 
an important factor in the prevention of prolapse. That this 
opinion has not received more serious consideration is possibly 
due to the fact that, even in those cases in which episiotomy 
has been performed, it has been carried out too late in labour 
for the patient to reap its main advantages. 


Management of the Second Stage of Labour 


Every primigravida incurs some degree of permanent damage 
to her pelvic floor during her delivery per vaginam, and while 
gynaecologists have spent much time and thought in perfecting 
operations to cure the resulting symptoms, comparatively little 
has been done by obstetricians in devising methods by means 
of which the damage would be reduced to a minimum. There 
8 much truth in the statement that gynaecologists live by 
obstetricians’ errors. 

In 1742 Sir Fielding Ould, in his Treatise on Midwifery, 
Suggested the possible advantage of perineal incision, but the 
first favourable notice came in 1799 from Michaelis, who 
advised incision in the median line. The name “ episiotomy ” 
tame later from Carl Braun, who, however, did not consider 
the operation necessary or desirable. In 1892 Kiistner, and in 


/ 1896 von Ott, advocated median episiotomy; and Stahl of 
Chicago in 1895 practised and published the same advice, stating 


that “it aids, as no instrument can. in preserving that life and 


a medio-lateral perineal incision as a tension release, to hasten 
termination of the second stage of labour, in the interest of the 
child, and laid more than usual emphasis on its advantage to 
the mother in the conservation of pelvic integrity. 

The necessity for some kind of treatment in many cases has 
therefore been recognized for 200 years, yet in modern 
textbooks of obstetrics, although episiotomy is mentioned, but 
little practical advice is given concerning the exact way in which 
it should be carried out and the cases in which it should be 
performed. 

In 1918 Pomeroy went so far as to advocate cutting and 
reconstructing the perineum for every primigravida. This 
would seem to be going to the extreme, for its practical result 
would be that an incision would be necessary in the majority 
of multiparous patients as well, since the old-scar would usually 
rupture. This might well be the lesser evil. 

The indications for episiotomy must now be considered. 
Broadly speaking, in any case in which the perineum seriously 
delays the birth of the presenting part, or in which there is 
the need for intravaginal manipulation or forceps delivery, 
in all primigravidae and some multiparae, an episiotomy should 
be performed. These cases must now be reviewed in detail. 

What Should be regarded as “serious delay” in the birth 
of the presenting part? Actual time is of but little value in 
assessing this without also taking into consideration the strength 
and frequency of the pains. In the majority of cases in which 
the presenting part has been on the perineum for half an hour 
episiotomy is indicated ; and earlier if there is foetal distress .or 
undue maternal distress, or in spite of good frequent pains the 
presenting part is making but little advance. Should the perineal 
skin start to split superficially before the head is crowned, then 
a tear is inevitable unless prevented by a timely incision. 

A word concerning foetal distress: forceps are frequently 
considered necessary on account of this. How often are 
the delay in preparation for forceps delivery, the anaes- 
thetic, and trauma to the foetus, however slight, the final 
blow in extinguishing the last spark of life? An episiotomy 
and fundal pressure are quicker and less injurious to the 
foetus. Often, when the head is on the perineum, these 
methods will suffice and should be practised more frequently. 
Berlind (1932) advocates episiotomy strongly in all cases in 
which the foetus is known to be premature, in order to prevent 
cerebral haemorrhage. 

I well remember my pride, as an obstetric house-surgeon, 
conducting 15 consecutive forceps deliveries in primigravidae 
without a single perineal tear or episiotomy. Now I shudder 
to think of the danger to which those babies were subjected 
and of the damage, then hidden and unseen, which those 
patients suffered. Delivery of a primigravida by forceps is 
an absolute indication for episiotomy. A breech delivery in 
a primigravida is another absolute indication, both for the 
delivery of the after-coming head and for any intravaginal 
manipulation, such as the bringing down of an extended leg 
How difficult this manceuvre can be! With the lower uterine 
segment gripping the manipulating hand, the latter soon becomes 
cramped and the perineum forgotten. How galling, when at 
last the foot is successfully produced outside the vulva, to find 
the perineum gaping, torn perhaps into the rectum! The 
spontaneous delivery of a persistent occipito-posterior, “ face 
to pubes,” a face presentation, and any case in which there is 
a narrow pubic arch should be placed in the same category. 
If a patient who has previously had a colpoperineorrhaphy 
performed be delivered per vaginam then episiotomy is 
essential. 

The difficult operation of suturing a* torn cervix will some- 
times be facilitated by an episiotomy, but the manual removal 
of the placenta and bimanual compression seldom of themselves 
call for episiotomy: the already stretched birth canal will easily 
admit the cone-shaped hand. 

These cases comprise the commonest in which gross damage 
is likely to-occur to the genital tract, and therefore those in 
which episiotomy is most indicated—a formidable list, capable 
of extension. 

The actual moment at which the episiotomy is to be per- 
formed is often difficult to decide, but it must be remembered 
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that this operation is being done in order to minimize the 
damage to the unseen. utero-vaginal supports, in addition to 
preventing a visible perineal laceration, and, as stated by 
Gusman (1932), it is useless to wait until the perineum is of 
but tissue-paper thickness, for by then the former damage has 
already been incurred. There is no doubt that the majority of 
episiotomies are performed too late in labour to benefit the 
patient to the fullest extent. In a suitable case the episiotomy 
should be carried out as soon as perineal bulging is marked. 
Far better perform this too early than too late; for the dis- 
advantages of the former are slight, of the latter gross. 

Now that the rules of the Central Midwives Board have 
been altered so that a pupil midwife has to undergo a year's 
training and obtain two certificates before she can practise as 
a midwife, should she not receive instruction in performing 
episiotomy during the latter six months of her training, and, 
when qualified, be permitted to perform it, if and when she 
considers it necessary? Must her patient’s genital tract be 
permanently damaged because “medical aid” cannot be 
obtained immediately? The suturing of the wound should 
certainly be left to a medical officer; thus the case would 
become notified, and any midwife who abused this operation 
would soon be detected. 

Before describing the actual operation, certain points con- 
cerning the anatomy of the perineal region must be considered. 


Points concerned in the Anatomy of the Perineal Region 

A complete description of the anatomy of the perineal region 
need not be given here, but there are certain anatomical rela- 
tions which need emphasis because of their practical importance 
(Fig. I). 

The first concerns the blood supply. The superficial and 
transverse perineal arteries which supply this area arise from 
the pudendal artery in the anterior portion of the ischio-rectal 
fossa and, becoming superficial to the superficial perineal 
muscle, pass medially to anastomose with the corresponding 
vessels of the opposite side. Thus, apart from a few twigs 
from the inferior rectal artery, the perineal blood supply arises 
at its lateral borders and passes medially. During pregnancy 
the blood supply to this area is increased, and the amount of 
erectile tissue around the vagina is augmented ; thus any tear 
or incision in this region may bleed profusely. 








lb, Inferior haemor- 


Fic. I.—1la, Internal pudendal artery. 
rhoidal artery. 2, Bartholin’s gland and duct, the latter 
looping downwards. 3, Spongy tissue, greatly augmented during 
pregnancy. 4, Median raphe. 


The second concerns the muscles. These are attached to a 
median raphe, and the fibres run medially and backwards. 
When these muscles are incised the medial portion will there- 
fore retract backwards, and when repairing such an incision 
care must be taken to pull the median portion upwards before 
inserting the sutures, otherwise correct apposition will not be 






e 3 *.* Se 
obtained. In addition, the external anal sphincter 
approximately one inch from the anal margin, and the “fom 


any incision lateral to this will not involve this muscte. 
Finally, a word concerning Bartholin’s duct. This is ahos 

2 cm. in length, opening into the groove between the labiug 

minorum and the hymen. Its course is U-shaped, with 
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Lateral (incorrect). 2, Medio-lateral (correct). 
3, Median. 4, Author's method. 
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loop downwards, so that an incision of the perineum whid 
does not start strictly in the midline runs the risk of dividing seem t 
this duct. appara 

The above anatomical points should be remembered whesg lssues 


performing an episiotomy. satisfac 
F adoptec 
Technique of Episiotomy (Fig. II) the vag 


Since this is such a slight operation, easily performed, its) @°ision 
generally described in the textbooks in a few lines, augmenteif % tissu 
by a diagram, often inaccurate. Four types of episiotomy hat 
_been used: the median or perineotomy, in which the incision 
is confined strictly to the midline ; the medio-lateral, in whidf fp 1: 


it starts at the fourchette and extends laterally ; the late per vag 
where it starts on the lateral vaginal wall and extends tov 

the ischial tuberosity; and, lastly, multiple small incision ben 
around the vaginal orifice. To-day only two of these are® Of th 
general use—the median and the medio-lateral, the latter nom 4 '°" 
being termed “ lateral episiotomy.” It is here that the diag the 
in many textbooks are at fault, for the incision is often sho a 
starting to one or other side of the midline. 

The old lateral episiotomy has been abandoned on accot The r 
of the danger of haemorrhage. Finkelstein (1939) describe practice 
such a case, in which episiotomy had been performed prigg over 50‘ 
to forceps delivery, and in which the haemorrhage from Apart 
incision was so great that delivery had to be postponed. Douwbtff alive anc 


less the erectile tissue around the vagina had been opened Mf which di 


in this case. Had the imcision begun truly in the midlit] examinai 
perhaps this massive haemorrhage would not have o episioton 
Incision commencing away from the midline places Bartholi hernia 6 
duct in danger. Should this ke cut, a Bartholin’s cyst may with pal 
sequently develop, thus providing more work for the gynae@™ delivery 


logist; and the loss of one of the ejaculatory systems § porrhaph 





serious * matter, for an abnormally dry introitus may ¢ Apart 
difficulty at subsequent coitus. walls was 

In all cases, therefore, it is essential that the incision SW A patic 
strictly in the midline ; and from the anatomical facts 2 the puer} 





mentioned it would seem advisable to continue in this direc 


CUE she has? 
By so doing the blood is but little disturbed, there is no risk 
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ce 
damaging Bartholin’s duct, and good apposition is most easily 

The obvious danger of this method is that, should 
te. the opening still be insufficient, the resulting tear will be directed 

. _. Mf through the sphincter towards the rectum, thus bringing about 
® the major disaster that must be avoided ; and who can always 
dium be certain that the central incision will be adequate? Gillis 
(1930), describing 500 consecutive cases of median episiotomy 
performed by him, stated that extension into the rectum 
occurred in 8 cases (1.6%). Thus even in skilled hands there is 
a definite danger of this happening, which danger will increase 
markedly with a less experienced operator. It is in order to 
avoid this danger that the lateral episiotomy of to-day is so 
widely used. Starting in the midline, it extends laterally towards 
a point midway between the anus and the ischial tuberosity. 
A large incision can be made, and even if extension occurs there 
is no risk of rectal involvement. 

Personally, I attempt to combine the advantages of both 
median and lateral episiotomy. A blunt-pointed curved pair 
of scissors are used, and the incision made in the midline, until 
it reaches a point | in. from the anterior margin of the anus. 
The scissors are then directed towards the ischial tuberosity 
t and the incision completed with the curved portion. In this 
way the sphincter is avoided, and, should the incision extend, 
there is no rectal involvement. 

In rare cases, in whieh even a large lateral incision 
seems inadequate, Taylor (1937) and others advocated bilateral 
episiotomy. This should never be done, for in this way almost 
the whole of the blood supply to the perineum is cut, since it 
comes from the lateral borders ; and personally I have seen 
two cases of severe perineal sloughing result from this operation. 
Both these were clean cases, performed in hospital, and are 
the only serious complications I have seen resulting from 
episiotomy itself. 

Already it has been stated that episiotomy should be prac- 
tised more frequently, and earlier in the second stage, than it 
usually is. Whenever it is done it should be performed at the 
height of a pain, for then the tissues are stretched and it is 
easier to see exactly where the incision is being placed. Further- 
more, sensation in the part is then dulled: even if no anaes- 
m which§ thetic is being used—a rare occurrence—the operation does not 

dividing§ seem to be unduly painful, and the Junker or “ gas-and-air ” 

apparatus. can make the patient oblivious of the fact that the 
ed whe tissues are being incised; or the incision can be made very 

satisfactorily under local analgesia. Whatever incision is being 

adopted in manipulative cases, it is advisable to “iron out” 

the vagina with the well-lubricated hand before making the 
ned, iti incision, and in all cases essential to divide the whole depth 
of tissue in the wound, and not merely to incise the skin. 





Results 


In 135 consecutive primigravid private patients delivered 
per vaginam I find the following results: 


Normal delivery without episiotomy, 63 cases 46-7% 
Episiotomy performed in 72 cases a. - rr a $3-3% 
Of the episiotomy cases 52 had a normal delivery, and there- 

fore the total normal delivery rate (115 cases in 135) is .. 81-1% 


Among the remainder, all of which had episiotomy performed, 
there were 17 forceps deliveries af Ne : S 2-6% 
The remaining 3 cases comprised 2 extended breech and 1 
perforation of a hydrocephalic head 


The relatively low forceps rate for primigravidae in private 
practice I attribute almost entirely to the episiotomy rate of 
over 50%. 

Apart from the case of hydrocephalus, all the babies were 
alive and well, with the exception of one delivered by forceps, 
which died on the sixth day from pneumonia. Post-mortem 
examination showed no cerebral haemorrhage. Of the 72 
Spisiotomy cases, 2 (2.8%) had symptoms referable to vaginal 
hernia 6 months later; but these were slight, and improved 
with palliative treatment, whereas of the 63 cases of normal 
éelivery without episiotomy, 5 (8%), one of whom had col- 
Porrhaphy performed, had the same symptoms. 

Apart from these figures the average “tone” of the vaginal 
walls was much better in the former group than in the latter. 
on Sh A patient always thanks her doctor if she has no stitches in 
gees Instead, should she not thank him because 

s! 





The disadvantages of a torn perineum are discussed and compared 
with the disadvantages of unseen damage that may occur as a result 
of keeping the perineum intact. 

In order to minimize all these disadvantages early episiotomy is 
advocated, and the cases in which episiotomy should be performed 
are stated. 

The relation of injury sustained during labour to prolapse and 
vaginal hernia is discussed. 

Certain perineal anatomical points of practical importance in per 
forming episiotomy are mentioned. 

The methods of performing episiotomy are described. 

Figures are given which indicate that patients on whom early 
episiotomy is carried out are less prone to pelvic damage than those 
in whom the perineum remains intact. 
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RAPID REPLACEMENT OF FLUID IN 


HAEMORRHAGE AND SHOCK 
BY 
JAS. D. P. GRAHAM, M.D. 
Capt., RA.M.C. 


Although numerous papers on the effects of transfusion of the 
human subject with blood and blood substitutes have appeared 
in the last five years very few refer to the hazards of over- 
loading of the circulation with fluid. Black (1937) states that 
20 minutes should be taken in introducing 600 c.cm. of blood, 
otherwise an acute dilatation of the right side of the heart 
may be encountered; while Brennan (1940) suggests that 
500 c.cm. of plasma in 20 minutes may be considered rapid. 
Marriott and Kekwick (1940) state that 568 c.cm. of blood in 
30 minutes is usual, and distinguish between this rate of infu- 
sion and that desirable in debilitated patients (1 c.cm. per Ib. wt. 
per hour), in whom, according to Murphy, Grill, and Correll 
(1940), injection of relatively small amounts of fluids by vein 
causes increase in the venous pressure and slowing of the circu- 
lation. De Gowin and Hardin (1940) gravity-fed from 5 to 
40 c.cm. of fiuid a minute to their cases with success. Dealing 
with battle casualties, Whitby (1942) states that failure to restore 
blood volume is a much greater danger than pulmonary oedema 
from necessary massive transfusion (experience of 150 cases), 
while Kilduffe and DeBakey (1942), quoted by Drummond 
(1943), have given 650 c.cm. in 3 minutes, and the latter says he 
may have to give 568 c.cm. in 15 minutes, without ill effects. 
Sharpey-Schafer and Wallace (1942)-deal specially with the 
question of possible overloading of the circulation from rapid 
infusion of fluid in man. Of 10 subjects with normal cardio- 
vascular apparatus given up to 2,000 c.cm. of serum at a rate 
of 54-100 ¢.cm./min., 5 developed headache or constriction 
of the chest ; 3 had slight changes in the T-wave of the electro- 
cardiogram, their pulse rates increased slightly, and the haemo- 
globin fell by 3.3 to 23.3%. If the haemoglobin fell markedly 
there was a rise of venous pressure, with an increase in the 
diastolic size of the right heart, but no pulmonary oedema. 
In 9 cases which had a venesection of 740-1,100 c.cm. 
(approximating to battle casualties) followed by infusion of 
1,500—-1,800 c.cm. of 0.9% saline at a rate of 88-138 c.cm./min.. 
or an infusion of 700-2,000 c.cm. of serum at a rate of 
6-140 c.cm./min., the most striking effect was vasodilatation. 
with reddening of the face and engorgement of superficial veins. 
Unless enough time had elapsed for the haemoglobin to fall 
considerably, no rise in venous pressure followed infusion unti! 
at least 1,000 c.cm. of fluid had been given. 
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Brewer, Maizels, Oliver, and Vaughan (1940) state that there 
is no apparent association between either the amount of blood 
given and the risk of reactions or the rate of administration and 
the risk of reactions : Edwards, Kay, and Davie (1942) state that 
it is rare for a patient to lose more than 3 pints of blood, as 
the fall of blood pressure in such cases is so great that the 
haemorrhage ceases ; while Keith (1919) declares that a systolic 
pressure of 70-80 mm. Hg indicates a loss of 30% of the blood 
volume, and a pressure below 60 mm. Hg a loss of over 35% 
—i.e., 2,100 c.cm. 

It was decided to increase the quantity and the rate of fluid 
infused into a series of battle casualties dealt with in a mobile 
A.D.S. in the Mediterranean theatre of war, and to observe the 
cases closely for ill effects on the heart and circulation in the 
lungs. Cases were received at very variable periods after wound- 
ing 1 /2-22 hours in the selection reported) ; all had been fit men, 
young, highly trained, and well fed; all were suffering from 
physical fatigue. a degree of anxiety neurosis, dehydration, and 
the effects of severe trauma and blood loss ; all received 3,000 
units A.T.S. intramuscularly and 2.5 g. sulphanilamide by 
mouth in addition to other treatment. Resuscitation measures 
consisted chiefly of control of haemorrhage, dressing and 
immobilization of wounds with the minimum of disturbance, 
morphine, sweet tea, and warm venous infusions, supplemented 
by the application of hot-water bottles and blankets. Infusion 
fluids were administered under pressure created by attaching a 
Higginson syringe to the air inlet of the standard giving set. 
The cases were German and Italian P.O.W. and British troops. 


Case Histories 


Case 1.—Aged 22. Shell splinter, amputation of R. foot just 
above ankle, with severe blood loss, about 15.30 hours. Given 
morphine 1/2 gr. s.c. at 17.10 hours; received 18.40 hours ; T. 97.2° F., 
P. 110, R. 14, B.P. 80/?, Hb 90%. Mentally confused; hands 
clammy; no urine passed. Heated with bottles; limb dressed and 
fixed in wire box-splint. By this time he was semicomatose. Trans- 
fused with four 600-c.cm. bottles of reconstituted plasma in 20 mins., 
when the blood pressure rose—85/45, 100/50, 105/55, 105/50—and 
the pulse rate was 130, 130, 120, 124, thready at first, then stronger. 
Heart sounds became drumming and lungs remained clear. Five 
minutes after the last bottle his state was: T. 98.4° F., P. 124, 
R. 10, B.P. 110/50, Hb 58%. Had a good night; lungs and heart 
normal. At 08.30 hours, B.P. 95/50, T. 102° F., P. 180, R. 32. 
Blood volume, 4,350 c.cm.; estimated loss, 1,650 c.cm.; infused 
50% of volume on reception. P 

Case 2.—Aged 27. Bomb wound, compound fracture L. femur, 
with severe flesh and blood loss, at 10.15 hours. Given morphine 
i/4 gr. sublingual 10.20 hours, 1/4 gr. s.c. 10.45 hours. When received 
T. 97.4° F., P. 92, R. 14 (sighing), B.P. 90/10, Hb 104%; mentally 
clear and apprehensive; hands cold and dry; no urine passed. 
Given tea and morphine; local dressing of wound with Tobruk 
plaster (Thomas splint), by which time he was collapsed. Trans- 
fused with four 600-c.cm. bottles of reconstituted plasma in 
184 mins., when the B.P. rose from 100/45, 110/60, 120/65, to 
140/60, and the pulse rate was 90, 110, 116, 120. During infusion 
of the first 600 c.cm. the patient complained of tingling of face and 
hands, and towards the end of the fourth bottle he developed a pain 
in the wound and across the chest at the nipple level. The heart 
sounds remained normal throughout. After 5 mins. his state was: 
T. 99.2° F., P. 98, R. 20, B.P. 140/60, Hb 68%. The patient arrived 
M.D.S. at 13.05 hdurs: condition good; T. 100° F., P. 110, R. 20, 
B.P. 120/68; no pulmonary oedema. Blood volume on recep- 
tion, 4,533 c.cm.; loss, 1,467 c.cm.; infused 50% of volume after 
wound. 

Case 3.—Aged 20. L.M.G. bullet wound penetrating arch of 
L. foot, with fracture and haematoma, considerable blood loss, at 
13.00 hours. Picked up 14.20 hours; received 14.30 hours and 
given morphine 1/2 gr. s.c. T. 97.2° F., P. 110, R. 16, B.P. 70/?, 
Hb 96%; comatose; hands cold and clammy; no urine passed. 
Given morphine, heat, tourniquet (10 mins.), and tight dressing 
to control ooze. Transfused with five 500-c.cm. bottles of recon- 
stituted plasma in 324 mins., when the B.P. rose from 90/40, 105/50, 
128/40, 140/60, to 140/75, and the pulse rate was 132, 128, 110, 
116, 120. At first thready, the pulse became strong and the 
patient was restless during the infusion of bottle 3. During the 
infusion of bottle 5 the neck veins became engorged, the face flushed, 
and the heart sounds drumming. Final state (5 mins.) was: T. 99° F., 
P 120, B.P. 132/75, Hb 64%; congestion less; lungs clear; heart 
sounds normal. Arrived M.D.S. 18.25 hours: T. 99.6° F., P. 100, 
R. 18, B.P. 128/70; no congestion. Blood volume on reception, 
5 1.; estimated loss, 1 1.; infused 50% of volume after wound. 

Case 4.—Aged 33. Shell wounds both legs, no fractures, but 
severe blood loss, at 12.15 hours; given morphine 1/4 gr. i.v., 1/4 gr. 


— 
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i.m., at 17.00 hours. Received 18.30 hours; T. 97.4° R. 
R. 12, B.P. 85/40, Hb 90% ; comatose ; hands cold; passed 129 
urine at 02.00 hours. Dressing not changed; given heats al 
improvement. Transfused with four 600-c.cm. bottles of : ; 
21 mins., during which the B.P. rose from 90/50, 110/50, 150/95, 
155/110, and the pulse rate was 120, 104, 120. Towards the ex 
of the last bottle the neck veins were engorged and slight ir 
of the heart sounds like coupling appeared, which died away afte 
10 mins. Final state: T. 98.4° F., P. 112, R. 12, BP. 160/110 
Hb 62%. Kept overnight; next day, at 06.30 hours, T, 99.8° F 
P. 100, R. 14, B.P. 110/50; lungs clear. Arrived M.DS. 0g 
hours: T. 100° F., P. 110, R. 12, B.P. 115/70: no congestion 
Blood volume on reception, 5,311 c.cm.; estimated loss, 689 c.cm.: 
infused 47% of volume on reception. ae 

Case 5.—Aged 27. Shell wounds legs, extensive loss of flesh ang 
blood from thighs, at 07.30 hours; given morphine 1/2 gr. by mouth 
at 07.35 hours, and 1/4 gr. s.c. at 12.00 hours. When recej 
T. 100.4° F., P. 80, R. 14 (sighing), B.P. 105/60, Hb 95% ; 
apprehensive; cold and clammy. Given tea, when he had Nausea: 
felt the worse for treatment. Transfusion of three 600-c.cm. ! 
of serum in 19 mins., when B.P. rose from 105/70, 110/80, t 
140/60, and pulse rate from 80, 104, to 108. During infusion 
the first bottle there was a short rigor for 30 seconds, repeated 
during bottle 3, when a tight pain across the chest developed toward 
the end. Final state (5S mins.): T. 99.6°F., P. 96, R. 24 Bp 
140/65, Hb 67%; lungs clear. Arrived M.D.S. 14.30 hours: T 
102.6° F., P. 120, R. 24, B.P. 140/65; lungs clear. Blood volun, 
on reception, 4,307 c.cm.; estimated loss, 1,693 c.cm.; infused 399, 
of volume. 


Case 6.—Aged 25. L.M.G. bullet compound fracture tibia ang 
fibula, moderately severe blood loss, at 16.30 hours; given morphine 
1/2 gr. at 17.00 hours on admission. T. 97.4° F., P. 90, R. i 
B.P. 145/85, Hb 110%; hands cold and damp; mentally clear 
Tight dressing and box splint applied; kept overnight at ADS 
At 01.00 hours, oozing having occurred, T. 96.5° F., P. 130, R. 1? 
(sighing), B.P. 75/?, Hb 94%. Transfusion four 500-c.cm. bottle 
of reconstituted plasma, when B.P. rose from 95/40, 105/55 
110/60, to 125/65, and pulse from 130, 128, 124, to 124. Final 
state (5 mins.): T. 99.8° F., P. 120, R. 18, B.P. 120/65, Hb 70% 
No pulmonary oedema; heart sounds normal. Evacuated in good 
shape; arrived M.D.S. 08.30 hours: T. 100° F., P. 124, R. 16 
B.P. 110/60. Blood volume before transfusion, 4,859 c.cm.; loss, 
1,141 c.cm.; infused 37% of volume. 


Case 7.—Aged 25. Shell wound L. buttock, penetrating abdomen 
with moderate blood loss, at 11.30 hours. Given 3/8 gr. morphine 
12.05 hours; admitted 14.30 hours. T. 96.8° F., P. 120, R. 
B.P. 95/50, Hb 98%; hands cold, dry; anxious mentally. Simpk 
dressing with abdominal binder. Transfused two 500-c.cm. bottles ol 
serum in 12 mins., when B.P. rose from 110/55 to 115/55 and pulse 
steadied from 125 to 110, with relief of abdominal pain. Fina 
state (5 mins.): T. 97.8° F., P. 110, R. 16, B.P. 115/58, Hb 80% 
Arrived M.D.S. 17.20 hours: T. 98.4° F., P. 110, R. 16, B.P. 96/@; 
pale but no air hunger. At operation about 2 pints of blood # 
abdomen. Blood volume on reception, 4,444 c.cm.; loss, 1,5% 
c.cm.; infused 22.7% of volume. 


Case 8.—Aged 27. Mine splinter penetrating L. iliac fossa, wit 
internal haemorrhage, about 16.30 hours. Picked up next day @ 
11.30 hours; given 3/8 gr. morphine s.c. at 14.00 hours. Op 
reception, T. 97.8° F., P. 130, R. 26, B.P. 45/?, Hb 90%; hand 
warm; urine nil; delirious. Given heat, morphine, simple dressing 
when restlessness subsided and flexed L. leg relaxed. Transfused 
six 400-c.cm. bottles of reconstituted plasma in 23 mins., when BP 
reacted as follows: 105/62, 105/70, 95/65, 108/70, 95/70, and 90/% 
and pulse fell from 160, 158, 146, 140, 140, to 128. No cyanosis 
engorgement, or pulmonary oedema occurred, but pulse and heat 
sounds were of better’ quality afier bottle 2 than after bottle ¢ 
Received at M.D.S. 17.00 hours: T. 102° F., P. 160, R. 40, BP 
95/40; cyanosis of lips; rales at both bases. Blood volume @ 
reception, 4,800 c.cm.; loss, 1,200 c.cm.; infused 50% of volume. 


Case 9.—Aged 37. Crush wound of abdomen (? rupture splee 
at 07.30 hours. Admitted 07.55 hours; given morphine 1/4 gr. 8&) 
T. 98.2° F., P. 120, R. 20, B.P. 90/40, Hb 110%; drowsy; 1 
warm. Given heat, tea, elastoplast to lower L. ribs; became 
respiration sighing. Transfused after 1/2 hour with three 600 
bottles of reconstituted plasma in 15 mins. B.P. rose from 98/ 
100/60, to 100/60, and pulse from 106, 104, to 110; lungs cleat 
heart sounds normal. Final state (5 mins.): T. 98.6° F., P. 1 
R. 22, B.P. 70/?, Hb 72%. Arrived M.D.S. 11.35 hours: T. 974°F 
P 140, R. 14, B.P. 70/?. Given drip transfusion whole blood 
sent on; died before arrival. Blood volume on reception, 3,410 ¢-@ 
loss, 2,590 c.cm.; infusion of 55% of volume. 

Case 10.—Aged 21. Shell wound of chest with haemopne 
thorax and compound fracture of humerus, ? penetrating wound 
abdomen, at 07.30 hours. Received 09.00 hours: given 3/168 
morphine; T. 96.2° F., P. 128, R. 22, B.P. 75/10, Hb 80%; 5 
clammy: drowsy. Transfused two 600-c.cm. bottles of serum 
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20 mins. During bottle 1 the pulse became stronger, B.P. 90/20, 
Rg. 40, P. 132; but during bottle 2 he developed a severe pain in 
the chest and abdomen and felt bubbling and splashing in the chest. 
Final state (S mins.): T. 97° F., P. 120, R. 40, B.P. 95/20, Hb 60%. 
Received M.D.S. 14.30 hours: T. 101.6° F., P. 130, R. 40, B.P. 
30/40; condition poor. Sent on with whole-blood drip. Died that 
aight. Blood volume on reception, 3,600 c.cm.; estimated loss, 
7.400 c.cm.; infused 33% of volume. 


Discussion 


The 10 cases reported in detail are considered typical of a 
larger number treated. The majority of battle casualties suffer- 
ing from shock are not so exsanguinated, and do well with 
1,000 c.cm. of blood substitute transfused in 20 to 30 minutes, 
preferably being evacuated with a continuous drip running ; 
but where the blood loss is estimated to be severe (about 
? litres) replacement cannot be too speedy. Analysis of the 
cases on the basis of the formula of Byshby et al. (1940) indi- 
cates that they lost 1.54 litres of blood on an average, and this 
was replaced as quickly as possible with some excess to allow 
for oozing and loss of serum from damaged surfaces, to the 
extent of 33% of the intact volume or 43.4% of the blood 
volume after wounding. The incidence of reactions with rapid 
transfusion seemed less than that found when small quantities 
of fluid were given slowly (1/2 hour to | pint). Where sufficient 
time had elapsed for the haemoglobin to fall considerably 
there appeared to be no more signs of overloading of the cir- 
culation than in fresh cases ; but what was most marked, and 
is clearly brought out in the case histories reviewed, was that 
cases of embarrassment of the cardiovascular system from 
toxaemia (Case 8), damage to the thoracic contents (Case 10), 
or continuing internal haemorrhage (Case 9) do badly with 
rapid transfusion. The ideal case for this technique is one of 
trauma to the limbs with gross haemorrhage. Perhaps cases 
of internal haemorrhage not involving gross toxaemia would 
do equally well if haemostasis were secured by operative means 
shortly after wounding. 

It is widely held (Moon, 1938) that even in profound shock 
the heart is capable of functioning strongly, and if supplied 
with enough fluid can produce a normal or higher than normal 
blood pressure. Shock is. defined as a state of circulatory 
deficiency, neither cardiac nor vasomotor in origin, charac- 
terized by decreased blood volume, decreased cardiac output, 
and increased concentration of the blood. Shock may be pro- 
duced by trauma, etc. (when haemoconcentration takes place), 
or by haemorrhage (which is followed by haemodilution, fall 
in Hb and in r.b.c. count), or by a combination of these factors. 

According to Moon et al. (1941) the effects of haemorrhage 
and of shock should be clearly distinguished. The initial 
similarity between shock and the effects of haemorrhage results 
in part from the fact that each evokes the same mechanism of 
compensation and in part from the deficiency of circulation 
which each produces. Points of contrast between shock and 
the effects of haemorrhage are so numerous that the assumed 
identity of these conditions is no longer tenable. In traumatized 
dogs Cullen et al. (1941) found that haemoconcentration was 
not a significant factor ard that the earliest sign of shock was 
a marked reduction in the peripheral blood flow, there being 
an approximate correlation between the product of the change 
in blood pressure and the haemoglobin percentage with the 
circulation time (Olson et al., 1941). Werle e¢ al. (1942) indi- 
cate that a continuing state of post-haemorrhagic hypotension is 
not necessarily equivalent to shock, because (in dogs suffering 
from the effects of bleeding only) arterial pressures and pulse 
fates were restored to normal for many hours by reinfusion 
of the withdrawn blood even when such animals were on the 
verge of cardiac or respiratory failure and the viscera showed 
no pathological changes at necropsy, whereas the converse was 
found in dogs suffering from traumatic shock without blood 
loss. If, however, the intensity and duration of post- 
haemorrhagic hypotension were great enough, then “ haemor- 
thagic shock ” developed, marked by failure of transfusion to 
restore the circulation, and oedema, etc., of gut and lung. 

Consideration of the above case histories shows that these 
casualties suffered mainly from post-haemorrhagic hypotension 
combined with a certain degree of shock, except Cases 8 and 
10, in which the latter predominated. Case 9 illustrates the 
effect of continued hypotension leading to “ haemorrhagic 


shock.” They show that, if shock is not too profound, (a) the 
heart is capable of dealing adequately with large volumes of 
infused fluid, and (b) the vascular bed is capable of retaining 
this added fluid for utilization by the circulation. It is evident 
that if the standard blood volume of the intact subject be taken 
as 6 |. the hypotension develops after the loss of 25% of the 
blood volume (average blood loss after wounding calculated 
from the formula given by Bushby ef al., 1940), and can be 
speedily and successfully combated by the rapid infusion of 
33% of the initial blood volume. The subjects considered 
cannot have suffered from any great degree of traumatic shock 
affecting vascular “tone” or of anoxic depression of the 
myocardium, since the heart could successfully deal with 43% 
addition to the available fluid volume. 


Summary and Conclusions 


Details are given of 10 battle casualties suffering from shock due 
to trauma and blood loss, and the effect of rapid replacement of the 
estimated loss of fluid on the temperature, pulse, respirations, blood 
pressure, haemoglobin, and general condition. 

Rates of infusion in the nature of 143 c.cm. a minute in no way 
embarrassed the cardiac mechanism. 

Cases of toxaemia (peritonitis) and lung wounds developed 
pulmonary oedema after massive transfusion; cases of peripheral 
trauma and haemorrhage without sepsis did not. 

The statement of Edwards ef al. (1940) is not considered exact, 
while that of Keith (1919), though frequently correct, is misleading 
Blood-pressure readings alone are not sufficient to estimate blood 
loss or to differentiate serious states of shock from temporary hypo- 
tension. 

Reactions other than transient rise of temperature were few. 

It is strongly recommended, therefore, that an estimate of blood 
volume lost be made in all battle casualties thought to need trans- 
fusion, from the history and the findings modified by experience, 
and that this be checked subsequently from haemoglobin readings 
taken before and after infusion of plasma, which must remain the 
mainstay of the infusion technique in the field unless refrigeration 
facilities increase greatly. The estimated fluid loss should be 
replaced at speed with the aid of pressure, thus ensuring adequate 
volume replacement and preventing simple post-haemorrhagic hypo- 
tension from developing into true shock. 
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In a Chadwick Lecture entitled “Some Observations on the 
Management of Hospitals in Peace and War” given on Oct. 31, 
Mr. Somerville Hastings, F.R.C.S., said that no single hospital could 
provide economically and efficiently for every type of case. Hospitals 
must therefore be grouped under the direction of a _ central 
co-ordinating body. Nevertheless, local interest must be maintained 
by a committee of management for each individual hospital. The 
staff of a hospital must be able to make suggestions for the improve- 
ment of its administration; and medical, nursing, and lay staff 
committees were desirable. Each department of a hospital, general 
or special, should be organized on the clinical unit system, with a 
doctor of consultant status in charge. The superintendent of a 
general hospital should not be a skilled clinician, but a doctor with 
administrative experience. The medical staff of a hospital should 
be full-time officers who should live in or near by. They should 
have complete professional, intellectual, and political freedom and 
there should be abundant clerical assistance aft their disposal. 
Change of hospital was desirable, at any rate till middle age. Short- 
listing for promotion should be undertaken mainly by doctors 
engaged in the same branch of practice. The presence of students 
added to the prestige of a hospital and improved both the status and 
the efficiency of the staff. 
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foration has occurred or not. Many have written on the i 
lence of the general condition in some of these cases al] 

UNDERWATER BLAST INJURIES perforations have been present, and they have been misled inte ~ 
OF THE ABDOMEN* postponing operation so late that death has followed, hy Ex 
BY While all aspects of the case, both general and local, mug oP 
be taken into account in coming to a decision, I believe that . 
THOMAS MOORE, M.D., MSS., F.R.C.S. it is the local signs to which the greatest attention must be Per 
Major, R.A.M.C. paid. Abdominal tenderness, rigidity, and the absence of peri- bat 
staltic sounds, and diminution in liver dullness, must al] oe 
In modern sea warfare abdominal injuries caused by under- taken into account. The most important are tenderness and} .4 
water blast are common, and increasing numbers of cases are ‘rigidity. In the early cases the latter is of the typical boarg *; 
now being reported. As the mechanism underlying the like variety. In the later cases—and the cases are usually la | 

injuries is still uncertain, and the mortality in cases with intes- Wing to the distances they have to be transported to hospita) 
tinal perforations coming to operation in the series reported ~the rigidity is more muscle resistance associated with some f 
by Pinnock and Wood (1943), Goligher, King, and Simmons @bdominal distension. Skill in abdominal diagnosis is breg abd 
(1943), Gill and Hay (1943), and ‘Cameron, Short, and Wakeley of long experience, and each must learn to assess the relative | °° 
(1943) has varied from 100% to 50%, it is important to study Value of clinical findings and come to a definite decision, fp the 
all cases available. 1 should like, therefore, to give my experi- these cases it is essential for the safety of the patient to decide wh 


ences of the condition, and the opinions which I have formed 
about it, based on the personal treatment of 18 patients, nine 
of whom were subjected to operation, and the interrogation and 
examination of 22 others who were under my care after opera- 
tion elsewhere, two of whom required late operations for intra- 
peritoneal abscesses—one subphrenic and one in the right iliac 
fossa. 


The wave of positive pressure may be caused by depth 
charges, already primed, which go off when a sinking vessel 
submerges to the required depth ; or by bomb, mine, or tor- 
pedo blast directed at other ships in the vicinity ; or by depth 
charges dropped by neighbouring ships at an offending sub- 
marine. The blast in water differs from that in air, physically 
in that there is no after-wave of negative pressure, and clini- 
cally in that the abdomen is more affected than the thoracic 
cavity. Probably the fact that the chest is usually partly out 
of the water and protected by a life-jacket of the ““ Mae West” 
type accounts for the latter difference. It is interesting to hear 
described the actual sensations experienced by the victims. All 
feel the shock of the explosion on the abdomen. Many describe 
it as “like a severe kick,” others as “a vice-like tightening 
around the abdomen,” others as “if the abdominal con- 
tents were being forced up through the body into the head,” 
and others as “if a giant hand were squeezing me from the 
waist downwards.” Many have the sensation of their legs being 
shot away, and several have actual temporary paraplegia. None 
of my patients has described pain in the testes noted by other 
writers. The abdominal pain usually abates, and most patients 
manage to swim. Frequently no abdominal pain is noticed 
until they are picked up by another vessel, when they find that 
they cannot sfraighten themselves or walk because of it. One 
of my patients actually had a shower and a meal before he felt 
any abdominal pain. It is not uncommon after rescue for an 
urgent desire to defaecate to occur and a blood-containing stool 
to be passed. Only one of my patients complained of any 
difficulty in micturit.on. Vomiting is a very common symptom, 
and is often erroneously attributed to the swallowing of oil- 
contaminated sea-water. Three of my patients complained of 
chest pain, but none had haemoptysis. In no case was there 
any injury to the parietes. 


Clinical Condition 


These cases have been subjected to a generalized severe dis- 
ruptive abdominal blow, which affects all the abdominal con- 
tents, including blood vessels and nerves. Many die at once, 
or in a very short time, from shock and haemorrhage. The 
clinical picture in those that survive to be picked up varies 
according to the time interval after the injury at which they 
are seen and the extent of the internal injuries. Although 
they can be very ill without perforations having occurred, in 
general the more severe the injuries, particularly if intestinal 
perforations are present, the more severe the abdominal pain 
and vomiting and the more severe the shock. When seen in the 
later stages the shock has disappeared and the condition is one of 


spreading peritonitis. The first essential of diagnosis, no matter . 


at what stage the patient is seen, is to decide if intestinal per- 





* A paper read before the Inter-Allied Medical Congress, Algiers, 
Feb., 1944, 


early whether an intestinal perforation is present or not. | 
may be simulated by intraperitoneal haemorrhage and by injury ove 


to the lungs. One sign can no more make a diagnosis thay effe 
one swallow can make a summer. There is one sign, however, } &P 
on which I personally place the greatest reliance. Abdominal | ™ 
examination is carried out extremely gently with the flat hand Ald 
The abdomen is generally examined for rigidity both in inspira. safe 
tion and in expiration. If the rigidity is caused by peritonitis | %”' 
due to perforation it does not relax during expiration. I-haye of | 
never known this sign to fail. Some of these cases have blast | J" 
injury to the lungs, which may have accentuated the abdominal | 8° 
pain and rigidity. The actual local signs of this injury are } &# 
extremely slight, and consist of an increased respiratory rate. ry 
oO 


diminution of the percussion note, diminished air entry, and 
rales in the affected part of the lungs. When no perforation 
has occurred the abdominal pain disappears in a day or two T 


without any further symptoms. However, sometimes intestinal § and 
haemorrhages arise, and are manifested by haematemesis or] yen 
melaena. Cases have also been reported in which perforations } bec: 


of the intestine have occurred after seven days—no doubt due } are 


to infection of an intestinal haematoma, with late perforation. J ches 
the 

Pathological Lesions pres 

Haemorrhages.—A common finding in these cases is sub-§ !t is 
peritoneal haemorrhages. In my experience these are of three § © | 
types—viz.: (1) Scattered pin-point haemorrhages beneath the § 'f 
as S 


peritoneum covering the bowel, usually parts of the terminal 
ileum, and pelvic. colon. (2) Peculiar linear subperitoneal the 


haemorrhages arranged in transverse rings around parts of the intr 
terminal ileum. (3) More massive subperitoneal haemorrhages - 
an 


of irregular shape on various parts of the bowel, but partice 
larly over the ascending colon and in the subperitoneal tissues § '- 
lateral to it. I have also seen small petechial haemorrhages 
in the mesentery of the terminal ileum. 
Perforations.—Perforations have been found in my cases if 
a loop of the terminal ileum 6 in. to 12 in. long, and about 
2 ft. to 3 ft. from the ileo-caecal valve—in the apex of tht 
loop of the pelvic colon—and in the ascending colon just 
below the hepatic flexure. In size the perforations have varied 
from a pin-point to 3 cm. in diameter. They may occur o 
the antemesenteric border of the bowel or on one of the lateral 
walls. Some have been situated just at the attachment of th 
mesentery to the bowel. In some cases the perforation has 
been an oblique slit in the bowel wall near the mesenterit 
attachment, and has been found only on careful examination 














































Frequently only one perforation is present, but one of my oo 
patients had three perforations in the ileum and two in the don 
pelvic colon. . i este 

Personal Cases: Post-mortem Findings.—In addition that 
findings noted at operation, at necropsy submucous haemorg ..¢, 
rhages have also been found, particularly in the lower i treat 
In one case there were two curious herniations of the muco® aspi 
of the colon through the circular muscle just below the sp by « 
flexure and in the pelvic colon. In both sites there was M@tKell men 
haemorrhage in the wall of the bowel. Some interstill@® poy, 
haemorrhage into the free anterior margin of the liver large 
found in one case. In one fatal case almost the whole @ ang 





the right lung was the site of massive interstitial haemo’ 
and to the naked eye looked very much like liver. 
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i 
scopical examination of the intestine has shown submucous 
haemorrhages with rupture of the muscular coat. in parts. 
fxamination of the affected part of the lung has shown the 
ypical appearances of blast-lung. by 

Additional Pathological Findings Reported by Others.— 
perforations of the duodenum, caecum, and transverse colon 
have occurred. Sometimes tears of the mucosa of parts of 
the bowel have been observed. Some writers have noted 
haemorrhages below the tunica albuginea of the testes in fatal 
cases. Similar lesions have also been produced experimentally 
in animals. 

Mechanism of the Lesion 

{ft is interesting to note that it is only gas-containing 
abdominal viscera which are markedly affected, and it has 
been suggested that it is the liberation of kinetic energy by 
the pressure wave at surfaces where two different media join 
which is the cause of the injury. There is some experimental 
evidence to suggest that the wearing of an absorbent protective 
over the abdomen will lessen the injury. From my cases the 
effective distance from the explosion appears to be anything 
up to 200 yards. Patients facing the explosion are usually 
more severely injured than those with their backs to it. 
Although the best safeguard against injury is distance, the 
safest position appears to be floating on the back. I have 
never seen a person who was floating on his back at the time 
of explosion who has sustained any severe intra-abdominal 
injury. Two patients whom I have treated were in the water 
together ; one was floating on his back, but the other was 
unable to do so because of some difficulty with his life-jacket. 
The former was uninjured, and the latter sustained a perforation 
of the ileum. 

Treatment 


Treatment is carried out on orthodox lines. Rest, warmth, 
and morphine are essential. If much shock is present intra- 
venous infusions may be used, but they are better avoided 
because of the possibility of associated lung damage. If they 
are éssential, blood or plasma is the safest. Where marked 
chest lesions are present oxygen should be administered by 
the B.L.B. mask. When perforation is not thought to be 
present the case is carefully observed until recovery is complete. 
itis most important, because of the danger.of late perforation, 
to keep the patient under observation for at least ten days. 
if a perforation is diagnosed operation must be undertaken 
as soon as the patient is fit for surgery. In late cases, although 
the shock has been recovered from, I always use a continuous 
intravenous drip of saline and glucose given at a slow rate, 
so that fluid by mouth can be very limited after operation, 


and a solution of sulphapyridine can be conveniently given by © 


i The anaesthetic is of importance. Owing to associated 
chest lesions ether is contraindicated. Spinal analgesia, skilfully 
used, is suitable for these cases if shock has been overcome. 
{ have also found intravenous pentothal, combined with local 
block to give relaxation, very useful in these cases. The 
abdomen is opened by a right paramedian or midline incision. 
The intestine is carefully examined for perforations, and those 
found are carefully sutured and oversewn. All blood and 
intestinal contents, and inflammatory exudates, are sucked out 
of the peritoneal cavity. In the absence of sulphadiazine, or 
other more suitable sulphonamide preparation, I have usually 
gently swabbed the peritoneal cavity with a weak solution— 
about 1%—of sodium sulphapyridine. The wound is closed, 
with drainage of the peritoneal cavity. When the colon is 
involved [ have performed suture in the ordinary way with 
success. On one occasion when there was a large irregular 
sloughy perforation in the ascending colon I performed 
exteriorization. Though it was successful I have the feeling 
that it was unnecessary and that it would probably have been 
safe to perform simple suture. In iate cases such as I have 
treated it is essential, after operation, to have continued gastric 
aspiration through an inlying Ryle’s tube and fluid intravenously 
by drip. This method, the greatest advance in surgical treat- 


ment in the last thirty years, is a great life-saver. It is amazing 
how long patients can go with this artificial existence, with 
large quantities of fluid being withdrawn from the bowel daily, 
and make an excellent recovery. Combined with the intra- 
venous glucose-saline, I always give 4 to 5 g. of soluble sulpha- 
Pyridine daily for 4 to 5 days. 


’ drained. 


Personal Cases 
Eighteen cases have been treated, of which 5 were admitted 
to hospital 20 hours after the injury and the remainder 
16 hours after. Two estimated that they were respectively 500 


to 700 yards away from the explosion, and one that he was ~ 


200 yards away ; two were 100 yards distant, and the remainder 
from 5 to 50 yards. Neither of the first two had any symptoms, 
and one who was 100 yards away but floating on his back 
escaped injury entirely. The other 15 all had symptoms of 
varying degrees of severity. The one who was 200 yards away 
had melaena only for a few days. Five patients had some 
abdominal pain and vomiting on admission, but recovered with 
conservative treatment. One of these collapsed suddenly on 
the night of admission, and was thought to have had an 
internal haemorrhage. He recovered with conservative treat- 
ment, and passed a melaenic stool two days later, and had 
melaena for a few days. No later complications occurred 
among these cases, and all made a complete recovery. Nine 
cases were submitted to operation. Eight of these were thought 
pre-operatively to have perforations. The other was believed 
to have a perforation with local peritonitis, or a large sub- 
peritoneal haematoma. It was thought safer to operate. At 
operation perforations were found in all eight cases. Four had 
solitary ileal perforations only, one had three ileal perfora- 
tions, one had two ileal perforations and a perforation of the 
pelvic colon, one had two ileal perforations and two in the 
pelvic colon, and one had a perforation of the ascending colon 
just below the hepatic flexure. Suture was performed, in all 
cases with drainage of the peritoneal cavity, except in those 
with a single ileal perforation, when the wound alone was 
In the case of rupture of the ascending colon the 
bowel was exteriorized; as the transverse colon was full of 
hard faeces it was thought that there might be abnormal 
tension on the sutured bowel. In the ninth case a large eub- 
peritoneal ecchymosis was found covering most of the ascending 
colon and the peritoneum lateral to it. Appendicectomy was 
performed and the wound closed. 


Anaesthetic——Spinal analgesia with heavy percaine was 
used on three occasions and light percaine on one ogcasion. 
Pentothal, local nervé-block, nitrous oxide and oxygeri, in 
combination, were used on each of the other five cases. 


Results.——Two deaths occurred. One of these cases had two 
perforations of the ileum and a large 2-cm. perforation of the 
pelvic colon with diffuse peritonitis. At necropsy a severe 
degree of blast-lung was found. The other death occurred, 
just as operation was about to be started, in a short-necked 
emphysematous patient. A spinal analgesic had unfortunately 
been administered by the Etherington-Wilson technique. It 
was undoubtedly the cause of dedth. At necropsy he was found 
to have a large perforation in the ileum and a minor degree 
of blast-lung. In my series there is thus a mortality of 22% 
among operative cases. 


Post-operative Complications.—Apart from peritonitis, from 
which all the patients were suffering, three were much troubled 
by a widespread purulent bronchitis, but made satisfactory 
recoveries. The patients with the perforation of the ascending 
colon developed acute small-bowel intestinal obstruction two 
months after operation. At the second operation a fibrous 
band beneath which a loop of the jejunum was tightly con- 
stricted was divided. To make subsequent closure of the 
colostomy safer a transverse ileo-colostomy was performed at 
the same time. No other complications have occurred in my 
cases. Two cases previously treated elsewhere for perforations 
of the bowel were operated upon successfully by me: one 
two months later for an intraperitoneal abscess in the right 
iliac fossa, and the other three months later for a right posterior 
subphrenic abscess. 


I wish to thank Col. T. Menzies, O.B.E., officer commanding the 
hospital at which these cases were treated, for permission to publish 
these results. 
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The sedative drug most widely used in mental hospitals is 
paraldehyde. Scanty references in the literature to ill effects 
attest to its high safety margin and its wide range of per- 
missible dosage. However, the danger of decomposition on 
storage of B.P. paraldehyde has been emphasized by pharma- 
cists (Toal, 1937). The present report furnishes clinical evidence 
of such an occurrence. 


Clinical Observations 


Six out of nine patients were concerned. To each of them 
120 min. of B.P. paraldehyde was given during the night as 
a hypnotic draught. These patients later showed a variety of 
symptoms, ranging from drowsiness and headache to a coma- 
tose condition, which persisted for more than 24 hours. All 
were chronic mental patients, well accustomed to the drug; 
neither before this nor since has any one of them shown a 
similar reaction. Dispensing on this occasion was according 
to the normal practice at the Bristol Mental Hospital. This 
is as follows. Paraldehyde, for night use, is dispensed each 
day in separate bottles containing 120 min. of the drug with 
mucilage and water to 1 fl. oz. A supply of these draughts 


is given to the night sister, to be administered according to indi- 


There are usually a number of spares in excess of 
estimated requirements. These draughts supplement diurnal 
sedatives, which may or may not contain paraldehyde. On 
Saturday a double supply of night draughts is issued for the 
week-end. 

All the toxic reactions were reported on Monday morning 
and were confined to a group of female patients, every one 
of whom had received paraldehyde on the previous night. 
_ The week-end draughts were therefore suspect. The issue of 
paraldehyde was stopped pending investigation, but this step 
was taken too late to allow examination of the draughts as 
issued on Saturday. Arriving on duty on Monday morning, 
the dispenser drew the residue of one carboy, about 6 fi. oz.. 
into a glass measure and filled up to 20 oz. from one newly 
opened : hence the dilution of the residue was 1 part in 3 or 
4. (Paraldehyde is supplied in 40-lb. carboys, which cover the 
requirements of the hospital for about 7 days.) From this new 
mixture he prepared draughts for use that night. These freshly 
prepared draughts he packed, as was customary, in dispensing 
boxes for male and female wards. Together with these latter 
draughts he included those that were unused from Saturday. 
It was impossible, thereafter, to separate suspect (Saturday's) 
from non-suspect (Monday’s) draughts. The remainder of the 
mixture of old stock and fresh paraldehyde, in the 20-oz. 
measure, was reserved for subsequent analysis. 

The following combination of circumstances explains why all 
the toxic effects occurred only in a small group of female 
patients and on one night. The week-end draughts were dis- 
pensed late on Saturday afternoon, when the carboy of stock 
paraldehyde was nearly empty. Paraldehyde, believed to be 
pure, was drawn from the bottom of the container on this, as 
on previous occasions. The draughts for the male wards were 
dispensed first. Subsequently the double supply for the female 
side was made up from the last paraldehyde used that week, 
drawn from the almost empty carboy ; about 6 oz. remained. 
Paraldehyde is widely employed as a sedative at this hospital, 
either alone or combined with other drugs. For use during 
the day it is dispensed in bottles containing 14 to. 3 fi. oz.. 
which, according to indications, will last each patient 3 to 6 
days. In the dispensing of these mixtures a large quantity of 
dehyde is used. If these mixtures had not all been dis- 
before the carboy was nearly or entirely empty a new 


cations, 





carboy would have been tapped and there would have be 
no residue to be dispensed in single-dose (night) draughts, } 
was therefore a rare coincidence that the suspect toxic residy 
was administered to so many different individuals. That alj 
the reactions occurred after Sunday may be explained by the 
manner of packing the bottles in the night sister’s box, Jf is 
reasonable to suppose that bottles made up first from higher 
levels of paraldehyde, above the “ concentrated residue,” wer 
placed in one end of the box in rotation and were administere 
on Saturday and Sunday night in the same order. There j 
therefore sufficient evidence to attribute all the toxic reaction 
to administration of paraldehyde from the residue of th 
carboy. - 
Emergency draughts on Sunday night were administered fp 
9 female patients. Seven showed toxic reactions ; two senile 
patients were unaffected. These patients belong to five differen, 
wards and, although some had received sedative medicine durj 
the day, the only source of supply common to all was the 
of night draughts. Factors such as diet can be excluded, Ajj 
patients were in reasonably good health. The symptoms may 
be briefly summarized as follows : 


Case 1.—Aged 52, chronic schizophrenia. Slept after paraldehyde 
at about 10 p.m. Could not be roused next morning, but abou 
10 a.m. was drowsy, ataxic, with drunken speech; looked if] 
was unable to stand; tendon reflexes almost absent; pupils 
practically inactive; cloud of albumin in urine; pulse weak ang 
thin; blood pressure 100/80 mm. Hg. Remained drowsy all day; 
could stand next day but did not recover for another 24 hours, 

Case 2, aged 57, chronic schizophrenia, and Case 3, aged 39, als 
chronic schizophrenia. Almost identical to Case 1, but no albp 
minuria. Normal in 48 hours. 

Case 4.—Aged 53, chronic mania. Awakened, got up, collapsed 
before breakfast; returned to bed and was drowsy for about. 10 
hours; normal thereafter. 

Case 5.—Aged 75, senile dementia. Draught at about 1 a.m; 
very confused, drowsy, looked ill; coated tongue, tendon reflexes 
almost absent, pupils fixed, no reaction to light; could scarcely 
be roused all day; mumbled in incoherent fashion; slept Off and 
on for the next 24 hours. Recovered slowly in the course of th 
next 48 hours. . 

Case 6.—Aged 55, mild depression. Draught at midnight; a 
10 a.m. still asleep; roused an hour later; conversed with difficulty 
in a drunken voice; complained of severe headache and nausea 
She slept most of the time for the next 24 hours, and was not free 
from subjective symptoms for a further 24 hours. 

Case 7.—Aged 54, chronic neurosis. Had been in the habit of 
demanding and receiving two draughts each night almost contin 
ously for years, in addition to any sedative medicine prescribed by 
day. Her regular nightly requirements were therefore not less than 
240 min. of paraldehyde. She was an exceptionally well .buil 
woman, with a highly developed tolerance for sedatives of all sorts 
She received one draught at 10 p.m., woke up at midnight, was rest- 
less, and asked for another. It was administered at 1 a.m. She 
slept and could not be roused for about 10 hours. She then spoke 
in a slurred, drunken voice, and complained of violent headache, 
giddiness, and nausea. For the next 24 hours she remained vey 
much the same, and was not free from symptoms for a further 
24 hours. : 


All these patients were treated similarly with copious fluids, 
glucose, vitamin B complex, strong coffee, and nikethamide 
(coramine) 4-hourly for the first 24 hours. Although there wa 
no fatality, great anxiety was felt about Case 1 and to a les 
extent Cases 2, 3, and 5. The clinical picture was that of intoxt 

















































cation with a drug which exercised a severe depressant effect 
on higher cortical. function and which evidently was slowly 
eliminated from the body. Patient No. 7, who was wel 
acquainted with the effects of alcohol, described the after 
effects as resembling an extreme “ hangover,” but more pre 
longed and much worse than anything she had ever experienced 
There were no residual mental reactions and no signs of per 


‘manent damage to any part of the central nervous system. 


Toxicity Tests 

These were conducted as follows: The minimal! lethal de 
of (a) the suspect paraldehyde and (b) a fresh sample ' 
paraldehyde, which complied with the requirements of 
British Pharmacopoeia, were determined. Suitable doses 
5% solutions (in physiological saline) of the two preparatie® 

were injected subcutaneously into mice. The results 
recorded in the accompanying Table. “a 
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Table showing Results of Toxicity Tests 











ai 
Dose in ml. of a 5% Proportion of Mice Killed 

Solution per 100 g. Mouse : 

(Subcutaneous Injections) Suspect Paraldehyde Control Paraldehyde 

a 

° 3-00 3 out of 5 0 out of 5 
3-15 2-0 of ae . 
3:30 4 ” ” $ 1 ” ” 5 
3-45 2 ” ” 5 0 »” » 5 
3-60 4 ” ” 5 4 ” ” 5 
3-75 4 ” ” 1 ”» ” 5 
3-90 3 » 5 3 ” ” 5 
4-05 3 ” ” 5 4 ” ” 5 
4:35 5 ” ” 5 5 ” ” 5 
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—— 


Mice injected with equal amounts of the suspect and of the 
control solution were tested on the same day. The test animals 
were all of the same batch of mice, and had been fed on:a 
standard diet for several weeks before use. LDSO was deter- 
mined by Kirber’s method (Burn, 1937), The following figures 
were obtained : LD5O for the suspect material =3.69 ml./100 g. 
mouse; LDS50O for the control paraldehyde=3.99 ml./100 g. 
mouse (both figures in terms of a 5% solution). In other 
words, a somewhat smaller average dose of the suspect 
materia) was needed to kill 50% of the mice tested. It will 
be remembered that the suspect sample was a 1 to 3 or per- 
haps 1 to 4 dilution of the clinically toxic material with fresh 
innocuous paraldehyde. Therefore only a small difference 
between the LDS50 of the suspect and the control was to be 
expected. It would be reasonable to assume that had the sus- 
pect.material not been diluted the difference would have been 
more pronounced ; the abnormal clinical symptoms and signs 
can therefore be fairly attributed to a contaminating toxic sub- 
stance in the suspect paraldehyde and not, for example, to 
errors of dispensing. This conclusion was supported by 
the results of tests for chemical purity prescribed by the 
BP. 1932. These tests, which Mr. E. Lloyd, of the Bristol 
Royal Infirmary, was kind enough to perform, gave the follow- 
ing results : 

Boiling-point, acetaldehyde, peroxidized compounds, acidity were 
all within limits. Melting-point, 10.5° C. (B.P. melting-point is not 
less than 11° C.). Distillate from boiling-point determination 
discoloured. 

Mr. Lloyd added the following remarks : ' 

“Impurities which may be removed by washing are within limits. 
The slightly low melting-point indicates the presence of some other 
impurity.” 

Discussion 

It is clear from the circumstances under which the present 
cases of “paraldehyde poisoning’’ occurred that the toxic 
effects were due to decomposition products (or contaminating 
constituents) of the paraldehyde preparation. In a series of 
7 hospitalized patients no physical disability obscured the clini- 
cal picture. The multiplicity of cases and the system of dis- 
pensing rendered a dispensing error unlikely. The same dose 
of paraldehyde drawn from less- or non-deteriorated samples 
had previously been administered to these patients on many 
occasions. The response to the standard dose of paraldehyde 
was therefore known, and the abnormal symptoms described 


cannot be attributed to idiosyncrasy. The patients have since - 


received the same dose of a paraldehyde preparation which 
complied with pharmacopoeial requirements without exhibiting 
any abnormal reaction. Toxicity tests on mice, when compared 
with the effect of a “normal” preparation of paraldehyde, 
showed a smaller mean lethal dose (LD50) of the suspect 
sample. 

! Toal, who investigated 7 commercial samples of paraldehyde 
in 1937, found that only one satisfied pharmacopoeial require- 
ments. Formation of peroxidized compounds and an increase 
of acidity were the main changes which had taken place. One 
case of “ paraldehyde poisoning ” traced to excessive formation 
of acid compounds in the deteriorated sample has been recorded 
(Hutchison, 1930). An additional change noted by Toal was 
the increase in the specific gravity of the deteriorated samples. 
This was not associated with the development of acid or per- 
oxidized compounds, but, in his opinion, was due to decom- 
Position and polymerization combinéd. Our sample did not 
contain excessive amounts of acid or peroxidized compounds. 
Its toxicity, as manifested clinically and in a toxicity test on 


mice, will therefore have to be ascribed to chemically undefined 
products of deterioration, possibly to polymerization products 
of acetaldehyde other than paraldehyde. It is remarkable that 
toxic effects of paraldehyde in therapeutic doses have not been 
noted more often, if decomposition of paraldehyde occurs as 
frequently as Toal’s findings suggest ; and, to our knowledge, no 
series comparable to ours appears in the literature. However, 
several reasons for this may be advanced : (1) in isolated cases 
it may have been difficult to exclude the possibility: that an 
overdose had been administered by accident; (2) when used 
as a basal anaesthetic a toxic effect of paraldehyde may have 
been masked by the subsequent use of a volatile anaesthetic 
or may have been attributed to the latter ; (3) if the deteriorated 
sample appeared to furnish the pharmacological picture of an 
enhanced action of pure paraldehyde the toxic effect may have 
passed unnoticed, especially if the drug had been given to a 
single case for the first time. A more intense and prolonged 
effect of paraldehyde may have been attributed to idiosyncrasy 
(Brown, 1935 ; Kotz, Roth, and Ryon, 1938). 

The clinical: picture presented no specific features. Severe 
cases showed ataxic drunken speech and corresponding gait. 
There were no significant reflex or ocular abnormalities, but 
all patients complained of intense headache, a feeling of nausea, 
and prolonged drowsiness. They compared the subjective 
symptoms to those of the after-effects of a severe intoxication 
with alcohol. (It is of interest that the U.S.P. X/ requires that 
paraldehyde should comply with purity tests for impurities 
derived from fuse] oil and amyl alcohol.) The effect, though 
largely due to a cortical disturbance, was evidently unlike the 
response to overdosage of pure paraldehyde. The long dura- 
tion of the “ hangover” and the slow. recovery were remark- 
able, especially in one of the patients (No. 7), who, as a drug 
addict, showed herself, both before and since the event, to be 
highly resistant to hypnotic drugs. 

The present report cannot detract from the value of paralde- 
hyde as a clinically satisfactory and, normally, very safe hypnotic. 
It may, however, be regarded as a toxicological supplement to 
the observation (Toal, 1937, and others) that the drug, though 
stable when stored according to the prescriptions of the B.P. 
1932, will deteriorate “ under the practical conditions of every- 
day use.” It reinforces the plea for an official sanction for 
the addition of a suitable preservative to the pharmacopoeial 
preparation of paraldehyde. Its storage in use should be care- 
fully supervised and the residue of any that has been in hand 
some time should be regarded with suspicion. In mental hos- 
pitals only enough emergency draughts for one session should 
be kept and, for purposes of check-up, the date of issue should 
be stamped on the label. In general hospitals, where paralde- 
hyde is used as a basal anaesthetic, a large quantity should 
not be stored, and only fresh supplies should be administered. 


Summary 


Severe and. alarming toxic reactions after the administration by 
mouth of 120-min. doses of paraldehyde were observed in a series 
of 7 out of 9 mental patients. 

A toxicity test on mice showed that the suspect sample had a 
higher toxicity than that of a standard preparation. 

The suspect sample did not conform entirely to B.P. requirements. 

The toxic reaction was due not to acid or peroxidized substances 
but to some unknown product(s) of decomposition. 

The clinical picture was similar. to a severe intoxication with 
ethyl alcohol, but the “ hangover ” was more prolonged. 
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S. Zelman (Amer. J. med. Sci., 1944, 207, 461) determined the 
blood diastase in a series of 89 cases of mumps on admission to 
hospital and on discharge: 73% were above normal on admission 
and 9% on discharge; 3% were subnormal on admission and 20% 
on discharge. Of this series 15% showed evidence of pancreatitis 
some time during the course of the illness. In the pancreatitis cases 
there was an especially high percentage of increased diastase values 
on admission. 
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Cranial Nerve Paralysis following 
Cerebrospinal Fever 


The chief interest in the case described lies in the picking out 
of two different cranial nerves on opposite sides and the 
escape of closely adjacent nerves. 


Case Recorp 


A coolie aged 20'.was admitted to hospital at 5.30 p.m. on 
Dec. 19, 1943. He was semiconscious, extremely restless, and 
resistant to examination. A history of headache and fever of one 
day’s duration was obtained from his companions. On examination 
the temperature was 102.6 F., there was marked nuchal rigidity, but 
Kernig’s sign was absent. The pupils were equal and circular and 
reacted sluggishly to light; there was no strabismus. Heart and 
lungs and abdomen, ni/ abnormal. Urine, nil abnormal. Lumbar 
puncture was performed and very turbid C.S.F. under low pressure 
obtained. Microscopically many pus cells and Gram-negative intra- 
cellular diplococci were seen. On culture a pure growth of N. menin- 
gitidis. was obtained. ; 

The patient was treated with sulphapyridine, 2 g. of “* dagenan 
soluble” being given intravenously at once, and 1 g. sulphapyridine 
orally every 4 hours thereafter. A total of 31 g. was administered. 
On c. 20 ptosis of the right eyelid was noticed, and on closer 
examination a complete third-nerve paralysis on the right was dis- 
covered. The right eye was deviated laterally and the patient could 
not move it upwards or nasally. Slight downward movement 
accompanied by a clockwise rotation of the globe was possible, 
showing that the fourth nerve was unaffected. The pupil was 
dilated and fixed and there was slight oedema of the bulbar 
conjunctiva. 

The general condition steadily improved but the third-nerve 
paralysis remained. It was not until Jan. 2, 1944, that it was noticed 
the patient was unable to close the left eye completely and that he 
had difficulty in keeping saliva in his mouth. On examination a 
bilateral facial paralysis was found. By Jan. 8 the seventh-nerve 
paralysis on the right side had cleared up, but it remained on the 
left. There was now inability to open the right eye fully or to 
close the left eye. The right side of the brow cual be wrinkled 
and the right corner of the mouth elevated. An attempt was made 
to determine if there was any loss of taste sensation on the left, but 
owing to language difficulties and lack of co-operation by the patient 
no definite conclusion was arrived at. Similarly it was not found 
possible to determine if the eighth nerve on the left side was affected. 
There appeared to be no sensory loss in the distribution of the 
fifth nerve. The third, fourth, and sixth nerves on the left were 
unaffected. The Kahn test was negative. 

After 3 months—on March 7—the condition had almost com- 
pletely cleared up; there was slight external strabismus of the right 
eye when at rest, but full external ocular movements were possible. 
There was: still'slight weakness of the left side of the face. 


J. F. K. Hutton, M.B., Cx.B., 
India Command. Capt., R.A.M.C. 


Diphtheria in an Infant 


_lt is appreciated that nasal diphtheria may occur even in the 
newborn, and the following report of such a case includes a 
record of the state of the mother in relation to diphtheria, 


Case History 


A male child was born on March 24, 1944, the first child of its. 


parents. At birth it weighed 7 Ib. On March 31 it developed a 
purulent nasal discharge, and on April 9 was admitted to hospital, 
a nasal swab being positive. It was a normally nourished child but 
had a profuse watery nasal discharge. There was no clinical sign 
of faucial diphtheria. Routine swabs from nose and throat on 
admission gave growths of the intermedius type of Klebs-Loeffler 
bacillus. It was given 4,000 units of diphtheria antitoxin intra- 
muscularly. The mother denied any symptoms to suggest diphtheria, 
and was found to be swab-negative and strongly Schick-positive. 
The nasal discharge continued and swabs were persistently positive 
until July 12. During the interval a virulence test was twice per- 
formed. On each occasion the result was positive. Throat swabs 
became negative after May 15. Thechild’s Schick test at July 10 
was negative. The only other item of interest during its stay in 
hospital was an intimate exposure to a case of measles developing 
in the next cot. Protection against this infection was apparently 
given by the intramuscular injection of 10 c.cm. of fresh convales- 
cent measle$S Serum. 

The paws general condition throughout was satisfactory, and 
on discharge from hospital on July 24, after three successive nega- 
tive swabs from nose and throat, his weight was 11 Ib. 8 oz. 


F. F. Kane, M.D., 


Medical Superintendent, Purdysburn 
Fever Hospital, Belfast. 
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ALLERGY AND ANAPHYLAXIS 


Allergy, Anaphylaxis and Immuno-therapy. Basic Principles and Practice. 
By Bret Ratner, M.D. (Pp. 834; illustrated. $8.50 or 47s.). i 
The Williams and Wilkins Company ; London: Baillitre, Tindall ang Cox, 





Allergy is a medical topic much less talked and written aboy 
in Britain than in America, where, indeed, it seems to be, 
more prevalent phenomenon than it is here. It is not a populy 
subject with the medical student, and most practitioners hay 
rather hazy notions about what it is or is not. This volum 
of over 750 closely written pages (and 56 pages of refi 
will lighten his darkness, for all aspects of allergy ay 
anaphylaxis, from the experimental and theoretical to the clip. 
cal and practical, are fully described and often graphj 
explained. It tells about the nature of the proteins, antitoxing 
and the like, which are mostly responsible for allergic reactions 
the clinical manifestations and laboratory find'ngs in serp 
sickness, and the methods for recognizing the hypersensitiy. 
individual and for preventing serum accidents.  T, i 
risks are discussed, and the chapter on sulphonamide Sensitiviy 
is particularly valuable and topical; numerous examples ap 
given of the accelerated type of allergic reaction to the drug 
especially in patients who had shown sulphonamide itivi 
during an earlier course. The practitioner will find the sectig 
on immuno- and chemo-therapy of bacterial infections, liste 
alphabetically, very useful, though the expert may question som 
of the views and recommendations expressed there. Unfort 
nately there are no chapters devoted specifically to 
allergic diseases as asthma, hay-fever, eczema, and fool 
allergy. For the immunologist there are good descriptions 
the mechanismr and rationale of allergic and anaphylact 
phenomena, including physiological pathology, blood chemistry 
and cytology. 

The book, which is well produced and freely illustrated, 
should prove useful alike to the fevers expert, the genen 
practitioner, and the laboratory worker. 


GYNAECOLOGICAL DISORDERS 


The Symptomatic Diagnosis and Treatment of Gynaecological Disorden 
By Margaret Moore White, M.D., F.R.C.S., M.R.C.0.G. With foreword 
by F. J. Browne, M.D., F.R.C.S., F.R.C.O.G. The General Practice 
Series. (Pp. 229; illustrated. 16s.) London: H. K. Lewis and Co, 19%. 
This little book of just over 200 pages has been written fo 
general practitioners. As the title indicates, the subject is de 
cussed from the point of view of symptoms and symptomati; 
treatment. Each of the first 17 chapters opens with a t 
lated summary of the contents which recalls memories of 
“ synopsis” type of textbook. A brief description of cat 
condition with notes on appropriate treatment follows. 
last two chapters, on contraception and radiation therapy, 
by Dr. Mary Redding and Mr. I. G. Williams respectively. 
In spite of the excellent detail it contains there is someth 
unsatisfactory about this book. Criticism may be epitomi 
by a consideration of Chapter 17, which is devoted to pre- 
post-operative treatment and complications. This is surely 
province of the specialist and not the practitioner. If 
latter is sharing the control of a case with the former he she 
be given his instructions according to the specific needs of 
case and the practice of the surgeon. In other words, t 
must be a close relation between the practitioner and 
specialist. There are things the general practitioner she 
take responsibility for and things he should not, but there 
little in this book to guide him through the difficult no-m 
land of borderline cases. Accurate diagnosis must obvic 
precede intelligent treatment. The practitioner may well exj 
to investigate and treat pruritus vulvae or vaginal di charge 
but if the tragedies of gynaecological practice are to be avo 
he must know the dangers and be able to realize when 
time has come to seek help. He must be warned of the dat 
of leucoplakia and kraurosis, and not wait until carcinoma ® 
developed before he refers his patient elsewhere. AS 
accurate diagnosis, he cannot find much help in an acae 
summary of possible causes. For example, in dealing 
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ylcers of the vulva the author refers to conditions such as 
tuberculosis, which the busiest of consultants will see on the 
rarest occasions and the busiest general practitioner may never 
see, but she omits carcinoma, which is all too common. _ True, 
it is included under tumours of the vulva, but if summaries are 
to be used for instruction these summaries must be complete 
at least so far as the common lesions are concerned. An 
adequate chapter on “ danger signs ™ in gynaecological practice 
would add much to the value of this book, which in its present 
form may even mislead those practitioners it seeks te help. 





A BOOK ON TUBERCULOSIS 


A Manual of Pulmonary Tuberculosis, Part I, and an Atlas of Thoracic 
Roentgenology, Part Il. By David O. N. Lindberg, M.D., F.A.C.P. 
(Pp. 233; illustrated. $6.50 or 36s.) Springfield and Baltimore: Charles 
C. Thomas; London: Biaillitre, Tindall and Cox. 1943. 
The jacket of this volume tells us that “every page is prac- 
tical. Practical diagnosis, practical treatment, and practical 
prevention of pulmonary tuberculous are covered adequately 
and briefly. Theory, experimental, and controversial subjects 
are not included. Well-planned charts and graphs relieve the 
busy practitioners from excessive reading and searching.” 
Referring to Part II of the book—which constitutes two- 
thirds of it—we read: “The quality of these plates suggests 
that this Atlas Section will be of greater diagnostic value than 
any published series of chest roentgenograms.” The contents 
of the book unfortunately provide a marked contrast to this 
advertisement. The tuberculosis specialist will learn little 
from either the text or the atlas, and the- student or busy 
practitioner will be left with a feeling of confusion and 
inadequacy. “ Reinfection” pulmonary tuberculosis is divided 
strictly into “exudative” and “ productive” forms, appar- 
ently distinguished without difficulty by means of a radio- 
graph. Collapse therapy is referred to as compression therapy. 
And lastly, under “General Treatment Considerations,” the 
reference to syphilis reads: “ The problem of tuberculosis and 
syphilis is still under extensive study. The treatment, in 
general, should be actively directed to whichever disease is 
the more fulminating.” 

The illustrations consist of 44 figures, charts, and tables in 
the text, and 145 reproductions of radiographs in the atlas. 
These are negative prints, reproduced postero-anteriorly. 
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Notes on Books 


There is a recognizable tendency in modern medical literature 
towards the production of small books which are little more than 
pamphlets, dealing with a very limited aspect of a subject or with a 
point in technique. This is well exemplified in Local Anaesthesia: 
Brachial Plexus, by Prof. R. R. Macintosu and Dr. WiLtiam W. 
‘MusHIn, a book of some 50 pages consisting for the most part of 
a series of very excellent drawings (by Miss McLarty) and photo- 
graphs of the anatomical basis of brachial anaesthesia, with the 
The method described is that of Patrick, 
and he would indeed be a poor technician who failed to produce 
adequate anaesthesia after studying these illustrations, for every 
point is made perfectly clear and the correct visualization of the 
anatomical relationships involved is rendered easy. The publishers 
(Blackwell Scientific Publications; 10s. 6d.) are to be congratulated 
on the general production of a book which is up to a good -peace- 
time standard. 


Mr. Kurt Cotsen’s small book on Fractures and Fracture Treat- 
ment in Practice for the use of medical students and practitioners 
was favourably noticed in our issue of Oct. 7, 1943. The author is 
tutor in the department of surgery and registrar to the surgical 
firm of the University of the Witwatersrand. A second edition has 
now been received from the Witwatersrand University Press, Milner 
Park, Johannesburg, South Africa. The price is 12s. 6d. 


The International Bureau for the Suppression of Traffic in Women 
and Children (12, Old Pye Street, Westminster, London, S.W.1) has 
Published under the title The Abolition of Tolerated Prostitution a 
series of lectures given at an international meeting held in October, 
1943, at the London School of Hygiene and Tropical Medicine. Two 
of the lectures dealt with the medical argument; they were given 
by Prof. Cyril Burt, who referred particularly to psychological 

rs, and by Dr. Edward Glover, who spoke on pathological 
rs. 


Preparations and Appliances 








APPARATUS FOR SYSTEMIC ADMINISTRATION OF 


PENICILLIN TO YOUNG CHILDREN 


Dr. C. A. St. Hit writes from the Department of Pathology, 
University of Liverpool: 


Systemic administration of penicillin to infants and young 
children by the subcutaneous or intramuscular route presents 
problems not encountered in the treatment of adults. The small 
size of the patients prohibits the use of an ordinary continuous 
drip or of the Ministry of Health’s “ Eudrip” No. 1, as the 
amounts delivered per day by these methods are too large. 
Thus, the “ Eudrip” No. 1 delivers 100 c.cm. per day. This 
in an infant weighing 7 Ib. is equivalent 
to 2,000 c.cm. in a 10-stone adult, and 
would certainly produce waterlogging in 
a short time. 

For this reason an apparatus has 
been devised and used which delivers 
12 to 24 c.cm. of penicillin a day by an 
intermittent drip method, and which can 
be rapidly constructed from apparatus in 
everyday use in a routine pathological 
laboratory. 

The apparatus consists of the following 
parts : 

The main reservoir (A in diagram) is 
a 50 c.cm. capacity separating funnel. 
The stem of this, pm to a length 
of about 3 in., forms the inlet for the 
secondary reservoir (B). This latter con- 
sists of a two-holed 1-in. rubber bung 
with an ordinary surgical rubber glove- 
finger drawn over it, the contained volume 
being adjusted to 2 c.cm. The outlet tube 
curves downwards and passes, via a short 
length of rubber tubing fitted with an 
adjustable screw spring clip, to a dripper 
with as fine a jet as possible. Both the 
inlet and outlet tubes of the secondary 
reservoir end flush with the lower surface 
of the rubber bung to facilitate expul- 
sion of bubbles. The dripper is con- 
nected to the delivery needle by a length 
of 3/16 in. rubber tubing. 

After filling the apparatus and expelling 
air bubbles, the main reservoir is sealed off 
from the second reservoir by means of 
the stopcock. The solution is allowed to drip into the patient 
as slowly as possible. As this proceeds, the rubber glove-finger 
gradually becomes emptied and consequently collapses. . When 
emptying is complete the flow of solution automatically ceases 
and there can be no emptying of the dripper and lower lengths 
of tubing with consequent production of air locks when the 
secondary reservoir is refilled. Two hours after the first injec- 
tion has been started and at 2-hourly intervals subsequently, 
the nurse in charge of the case refills the secondary reservoir 
by opening the stopcock for a few seconds. Immediately the 
secondary reservoir is refilled the drip will restart and continue 
until the 2 c.cm. contained in it has drained away. 

The advantages of the apparatus, therefore, are: (1) Small 
amounts of fluid are given. (2) A minimum of supervision is 
necessary. (3) The 2 c.cm. of penicidjin solution contained in 
the secondary reservoir are delivered to the patient once every 
2 hours without the danger of the apparatus being emptied. 
(4) The apparatus is easily made from material readily available. 























At the last quarterly court of the Directors of the Society for 
Relief of Widows and Orphans of Medical Men, with Dr. R. A. 
Young, president, in the chair, the death of one of the vice-presi- 
dents, Mr. Ernest Ware, was reported and also the death of one 
of the widows in receipt of grants: she came on the funds of the 
Society in 1929 and received in grants on behalf of herself and son 
£1,925; her late husband paid in subscriptions £52 10s. It was 
decided that a Christmas present be made to each widow next 
December. Membership is open to any registered medical man 
who at the time of his election is resident within a twenty-mile 
radius of Charing Cross; relief is granted only to the necessitous 
widows and orphans of deceased members. A new list of members 
is shortly to be printed, and the secretary would be very grateful if 
members would send any recent change of address to him at 11. 
Chandos Street, Cavendish Square, London, W.1. 
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POST-WAR REHABILITATION AND 
RESETTLEMENT 


BY 


G. D. KERSLEY, M.D., F.R.C.P. 
Major, R.A.M.C.; Specialist in Physical Medicine 


Rehabilitation, the complete range of treatment continued till 
the fullest working capacity is restored, has exercised many 
minds for Many months Numerous aspects have been dealt 
with by various authorities: the Army at the convalescent 
depots and selection centres, the R.A.F. at rehabilitation centres, 
the Ministry of Health at their rehabilitation departments at 
the main hospitals, the Ministry of Labour at their centre at 
Egham—where “ pre-vocational guidance ” is also involved—the 
Ministry of Pensions at Roehampton, the miners, the dock 
workers, and now even private enterprise backed by various 
industrial firms, are all engaged in tackling this problem in 
their own particular way. The field is vast, and includes not 
only the treatment of injuries and the scourge of rheumatism, 
but also planned convalescence, the prevention of breakdown 
in health, pre-vocational guidance so as to ensure correct placing 
of labour according to physique and mental fitness, vocational 
training, and provision of .sheltered workshops. Yet, so far, 
co-ordination of these essentials of complete rehabilitation on 
a national basis is lacking. Below an attempt is made to outline 
the services necessary to carry out such a scheme. 

The natural sequence of rehabilitation may be shown 


diagrammatically thus: 
Work 


» 


“ 
Out-patient Rehabilitation Centre Cemral Hespital 


Rekhabilitatien Hospita) 


e 
PostHospital Rehabilitation Centre ae 
Training Rue —_,} Sheltered Workshop 


Work 


An Out-patient Rehabilitation Centre—the medical equivalent of a 
fracture A unit, with which it could be combined—would provide 
out-patient treatment and advice. It would be supervised, probably 
as a part-time appointment, by a medical officer who had had some 
special training in rehabilitation methods, and it would be visited 
regularly by one or more consultants. Rheumatic and orthopaedic 
cases requiring specialized and institutional treatment could be sent 
from here to a rehabilitation hospital. 

General Hospitals would refer cases requiring long-term ortho- 
paedic or rheumatic treatment to rehabilitation hospitals or hos- 
pital groups, while those patients requiring planned convalescence 
would be sent to a post-hospital rehabilitation centre. Each hospital 
of any size, however, will require its own physiotherapy and diver- 
sional occupation departments, and to co-ordinate these and to 


ensure that active treatment is started at the earliest possible moment . 


a rehabilitation officer will also be necessary. The latter appoint- 
ment would usually be held by a physician or surgeon already on 
the hospital staff. 

The Rehabilitation Hospital or hospital group would receive 
patients from out-patient rehabilitation centres, fracture B and C 
centres, and general hospitals. It would consist of one or more 
hospitals—rheumatic, orthopaedic, and any with fracture A depart- 
ments—and would have communal amenities in the form of a physio- 
therapy department, a gymnasium, a heated indoor swimming-pool, 
occupational therapy workshops, an x-ray department, and a labora- 
tory. It should be situated within easy reach of an industrial area, 
but in optn country, and it should maintain a very close link with 
the nearest medical teaching school and university in order to 
facilitate and co-ordinate teaching and research. Four of our 
largest spas—Bath, Buxton, Droitwich, and Harrogate—could, with 
a little expansion, easily fulfil these conditions for their surrounding 
areas, but they would no longer be watermongers. A widespread 
movement in this, the right direction, was exemplified when recently 
the chairman of a spa committee announced that his spa’s policy 
was to do all in its power to make it a useful cog in the wheel of the 
rehabilitation machine, and only to use the waters—applied accord- 
ing to the laws of orthodox physics—as one part of the facilities 
available to the medical team. The spa rheumatic hospitals would 
then act as the rehabilitation nuclei for their localities—Bath for 
Bristol and South Wales, Buxton for Manchester and Sheffield, 
Droitwich for Birmingham, and Harrogate for Leeds and‘ Bradford. 
A senior medical or surgical qualification would have to be a sine 
qua non for their senior staff appointments—a regulation already 
introduced at one of these hospitals—and a closer liaison with the 
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dean and professors of medicine and surgery of their ascou. 
universities would be required. A fourfold plan of co-op. 
between each spa hospital and its neighbouring university should 
considered: (a) the use of the spa hospital for both po; 
and antegraduate clinical teaching ; (b) the reference of cases BRI 
ing specialized institutional treatment and investigation to the 
hospital from the hospitals to which the university medical schou 
are attached ; (c) co-operation over special research ; and (d) a ¢ 
staff liaison, including the possibility of the professor of med 
becoming an honorary member of the Hospitals Medical Board 
of certain beds being made available to the medical unit of. 
university. It is hoped that research, in addition to being — 
with the university, will also be co-ordinated with that 
elsewhere, through a central body such as the Empire Rheumas 
Council or an appropriate committee of the British © A NA 
Association. horac 
As regards the internal administration of such a rehabilites the las 
hospital, co-ordination by a rehabilitation officer would be nece 
Individual treatment such as physiotherapy and specific occupations treatm: 
therapy would be prescribed by the medical officer in charge of & advanc 
case, who would also place the patient in a grade. Each » 
would then have its organized programme of general exercise gu} Ne So 
diversional occupation or employment, and the technicians Ireland 
refer to the doctor in charge of the case, by a system of slips ve , 
the rehabilitation officer, any remarks on the reaction to treat recent) 
and suggestions about alterations or regrading of the patie$a sche 
Additional privileges in the way of late passes, etc., for the hi service 
grades would act as an incentive to progress. 
The Post-hospital Rehabilitation Centre would take the place the pat 
the convalescent depot in the Army, with the difference that it wouifof the | 
have to deal with women as well as men, would take all age gro nh 
and, instead of a hardening programme, diversional instruction af? ore 
occupation and pre-vocational selection would be substituted, Tirandum 
centre would take patients from the rehabilitation and it dese 
hospitals and also direct from work when it was felt that a per 
of rest, build-up, and possibly change in occupation would ayoid The 
breakdown. It should primarily be a medical unit, but every ¢ horacis 
should be made to get away from the hospital atmosphere. | . 
important entity would be a welfare department, which would follg2ell Us 
up the progress of the individual in the occupational work eed alc 
with a view to replacement, or retraining where it eventually pro dif 
necessary. While at this centre many might be able to c is @ Ct 
study or training in their own jobs or do some useful work, uch s 
which they should receive remuneration. The running of voided 
courses for industrial medical officers, almoners, factory mar 
and social workers would be another function of such a centre, the phy 
discharge men would return direct to work, to a Ministry of 0 perf 
training establishment, or to sheltered workshops. 
The Tomlinson report made three main recommendations wipe°°? “ 
regard to resettlement: that employers must accept a fixed he the 
of the partially disabled, that these disabled persons should imself 
registered, and that certain occupations should be sc , 
especially for employment of such “ handitapped persons.” Thjoperatic 
has been criticized (Lancet, 1943, 2, 771) in so far that it is felt taj. thor 
a large proportion of the disabled could fend for themselves on 
open market if employers were educated as to their use and hd exp 
and if both the worker and the employer were protected. filiation is 
financial risk should it be found later that the handicapped per 
could not “cope,” or if there should be some increase in the ap’@s™e! 
disability or the onset of a new one. The cessation of all sick degree 
as soon as any light work is undertaken and the liability of a im, illed 
employing a handicapped man, perhaps more prone to 
than normal, both militate against any voluntary solution to ipost-op< 
problem of employment of the disabled. Yet a circular from @....; th 
United States Office of Education showed that 98% of firms ¢ ‘ 
ing partially disabled persons found that, when suitably placed, saphysiott 
employees were actually more reliable than their fit co-worketi@pitals th 
Moreover, from another angle the. financial security of @. 
individual. cannot be disregarded in considering the problem gery 
rehabilitation. Undecided compensation is the greatest single cammgor it. 
of delay in return to work, owing to its psychological effect. ked 
however, financial security is safeguarded, it is felt that cc 
tively few could not find a suitable post when aided by be clear 
pr -vocational guidance and, if necessary, by vocational t rannot « 
For the few failures, sheltered workshops.or communities are, ists f 
ever, necessary. These will require extension in number and sits fo; 
and should include facilities for employing the chronic rhe are to | 
in addition to those for the tuberculous, the injured, and the b be. The 
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H. D. Pasachoff, M. J. Madonick, and C. Drayer (Amer. J. i8aPPoO! 
Child., 1944, 67, 201) record cases of four siblings showiN§ 3% The p 
characteristic features of Marfan's disease or arachnodactyly. Ta 
showed mental retardation. Air encephalography revealed aary 
internal hydrocephalus in one and some dilatation of the vent . 
system in the other. The father and paternal grandfather The | 
elements of the disease. 
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fA NATIONAL THORACIC SURGICAL SERVICE 
oa horacic surgery in this country virtually started during 
@ithe last war and arose primarily from the demands of 
scunstinnt treatment of battle casualties. Between the two wars the 
arge of eladvances in this field of surgery have been so great that 
Xercise Ml he Society of Thoracic Surgeons of Great Britain and 





































jans ireland, which was founded nearly 10 years ago, has 
of sips recently issued a printed memorandum in which it outlines 
he patieefa scheme for the provision of a national thoracic surgical 
the hight ervice.* Though it would have been easier to design 
- Hthe pattern of this service if the planning for the future 
fat it of the medical services for the whole country had reached 
met a, more mature stage, it is still important that such a memo- 
uted. Twirandum has been drawn up, and the suggestions made in 
~ it deserve attention. 
ld sell The success of surgical methods in the treatment of 
every eflalihoracic diseases has led to such an increased demand for 
— heir use that there is a danger that development will pro- 
orkshowiceed along unsatisfactory or unsafe lines. Thoracic surgery 
ally ~ mis a difficult branch of medicine and one which requires 


uch special skill and experience if disasters are to be 
avoided. The time has passed, or should have passed, when 
he physician calls upon or directs his surgical colleague 
0 perform some particular operation upon the chest. If 
od work is to be done and advances are to be achieved 
he thoracic surgeon not only must be highly trained 
imself but must be able to call upon the help and co- 


abede 


- 


ns.” Soperation of many associated workers. The understanding 
_— of thoracic diseases alone requires considerable training 
and nd experience ; the full investigation of a case before oper- 
ected. WMation is decided upon may be complex and calls for much 


aigment; the operative procedures necessitate a high 
egree of surgical skill and must be supported by an equally 
killed anaesthetic technique. Proper pre-operative and 
post-operative management may be time-consuming, and it 
teds the assistance of a specially trained nursing staff and 
hysiotherapists. Many local authorities and smaller hos- 
jitals throughout the country recognize the scope of thoracic 
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7 irgery and are trying to secure the services of a surgeon 
ingle amor it. For good results the thoracic surgeon must be 
= ked up by a proper organization or team. It should 
Dy be clearly understood that even a trained thoracic surgeon 
‘a annot obtain good results if he is expected to make casual 
and sits for operations and leaves the pre- and post-operative 
- eae to unskilled personnel, however enthusiastic they may 


. The surgeon untrained in thoracic surgery who under- 
/ es casual work under such conditions is certain to bring 

er. I. Tmisappointment both to himself and to his patients. 

owing" The problem arises particularly in the treatment of pul- 


ws nary tuberculosis. Many centres exist throughout the 




















*The hon. secretary of the society is Mr. A. Graham Bryce, 


er 
Lome Street, Manchester, 13. 


country in which there is aS yet no provision for even the 
simplest methods of treatment by collapse therapy ; many 
such institutions do not possess an x-ray apparatus or pro- 
vision for artificial pneumothorax treatment. The mor- 
tality and morbidity from this disease remain so high that 
the demand for increased facilities is very great, and 
thousands of patients yearly are still denied the benefits 
which surgical treatment alone can bring. Many patients, 
after much time and public money have been spent on 
their treatment, reach a stage in which thoracic surgery is 
needed to complete their cure, and are unable to obtain 
admission for this owing to the shortage of beds; their 
condition so deteriorates while they are waiting that the 
chance of a good result is either greatly diminished or 
lost altogether. Nearly the same applies to sufferers from 
non-tuberculous conditions of the chest. To give some 
idea of possible future requirements it is worth recording 
that in the two chief chest hospitals in London there is 
normally provision for some 150 surgical patients. During 
the war the London E.M.S. chest centres have provided 
an additional 450 beds, and yet there are still long waiting- 
lists. It is anticipated that after the war the demand for 
yet more accommodation will be even greater, and in this 
regard one must remember that, although some of the 
present E.M.S. centres may fit into a future national organ- 
ization, others will have to return to their peacetime use. 
If, therefore, the public is to have the thoracic surgical 
treatment of a standard to which it is entitled its needs 
can be met only by the establishment of a properly organ- 
ized service with centres adequately staffed and equipped. 

Provision for the teaching of thoracic surgery receives 
special consideration in the memorandum. The student 
does not require a highly specialized knowledge of any 
particular branch of surgery, and only enough of his time 
need be spent in a department of thoracic surgery to allow 
him to become familiar with the various methods of investi- 
gation of cases and the type of surgical help that can be 
offered to his patients. For this reason the undergraduate 
teaching hospital needs a department of no more than some 
25 beds and an out-patient clinic. Graduates should con- 
centrate on the work of a large chest unit or special chest 
hospital, where more intensive study is possible. The train- 
ing of thoracic surgeons is even more important. In the 
present generation thoracic surgeons have graduated from 
the field of general surgery, and not a few still practise in 
that field. The thoracic surgeon of the future should have 
had a thorough training in general surgery and so should 
have served for a period of at least two years as a surgical 
first assistant or registrar. In addition he should have 
devoted at least two years to the special study of surgical 
chest diseases. Some of this time could well be spent 
abroad, but the remainder would be pdssed at a special 
chest hospital or one of the special chest centres. 

Chest surgery is essentially a branch of medicine which 
requires area organization, and any scheme will have to 
be worked in conjunction with the tuberculosis services in 
co-operation with local authorities. It is proposed that 
each area should have at any rate one primary thoracic 
surgical centre, and it is emphasized that each centre ought 
to handle all types of thoracic surgical disease ; any attempt 
to separate the surgical treatment of pulmonary tubercu- 
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losis from that of other chest diseases is strongly depre- 
cated. As the thoracic surgeon should be able to obtain 
the advice of his colleagues in various other departments 
of medicine and surgery, and will need full facilities for 
good radiological work, access to pathological laboratories 
and laboratories for research, the centres in university 
towns should be part of or very closely affiliated with 
the teaching hospitals. The work of a centre cannot be 
carried out efficiently by surgeons and nurses who engage 
in it as a temporary occupation. The regional medical 
staff which would be needed should be composed of a 
director, or assistant director, a number of surgical officers 
of the standard of registrar, and house-surgeons, physicians, 
and radiologists. 

The department of thoracic surgery at the area teaching 
hospital might well be the primary regional unit, having 
50 to 100 beds ; or it might be a much smaller unit owing 
its existence mainly to the requirements of undergraduate 
instruction. If the primary unit for the area was situated 
elsewhere it would still have a close association with the 
university. In most regions there would have to be one 
or two secondary or branch units, one or both of which 
would naturally find their place in the larger sanatoria in 
which the necessary staff and equipment had been installed. 
This would satisfy the wish of those who feel that better 
results will accrue if tuberculous patients are operated upon 
in a sanatorium than if they are transferred to a city hos- 
pital for this purpose. While there is a shortage of trained 
thoracic surgeons it would be a disservice to patients 
suddenly to abolish facilities which already exist for the 
efficient performance of operations of a minor nature in 
scattered smaller institutions. Such smaller centres will, 
however, disappear when the surgical work they are doing 
can be done at the chief centre or one of the larger branch 
units. An organization of this kind would provide ‘ample 
facilities for the training of a large and adequate number 
of thoracic surgeons who not only would work under the 
supervision of the director during their training but would 
also be encouraged to consult with him about the manage- 
ment and treatment of cases at subsidiary centres. The 
director himself would work at the primary regional unit, 
but would maintain this supervision over and contact with 
his juniors and assistants at the smaller centres. 

The scheme drawn up by the Society of Thoracic Sur- 
geons may at present seem rather Utopian, but it is sound 
and has been well thought out. If successful it should 
certainly enable the public to obtain efficient thoracic 
surgical treatment in almost any part of the country, where- 
as at present this is limited to a very few places. 








THE PROBLEM OF AGEING 


We publish to-day a letter from Dr. A. S. Parkes, the chair- 
man of the Nuffield Foundation’s medical subcommittee 
on the causes and results of ageing, asking for information 
about research at present in progress on problems of 
interest to the subcommittee. The formation of the 
Foundation’s Survey Committee and Medical Subcom- 
mittee is a clear indication of the increasing interest in 
the social, economic, and medical problems of ageing and 





of aged people. On the medical side the problem is quit 
received sporadic attention since earliest times, for § in 


most part from the unhappy point of view of rejuver measur 
The modern approach, in contrast, is by way of the a 
workin 


terization of the process of ageing and the Study of 

special disabilities of the aged, and only thence to a 

sideration of what can usefully be done towards the ther 
peutic retardation of the process of ageing. The charac 

ization of the ageing process presents peculiar difficultig 
It is easy to say that ageing starts at birth (more stricth, 
at fertilization of the ovum) ; but the idea is not a helpfy 
one, and in practice it is more useful to regard the ons 
of ageing as the first impairment of bodily function 
for reasons not obviously pathological. The physiologic 





or biochemical factors involved in such impairment, fg} at time 
sequence of events in different organs, the forces initiating reactio 
the process, and the pathological conditions essentigfy) SS 0> 
associated are all problems which arise in the characterf betwee 
tion of old age, and only when these have been elucidy bie 
can any rational approach to the problem of retarding th} and St 
process be made. “4 our kn 
The decrease in the birth rate and the increase j present 
longevity in the last three or four decades have led ») With a! 
ominous changes in the age distribution of the populatigg, ¥°™" 
and will accentuate all medical, social, and economic p oma 
lems relating to old people. According to the Beve a 
report, men of 65 and over and women of 60 and oveg thus di 
who in 1941 comprised 12% of the population, will @ ovary : 
1971 comprise 20.8%, with a corresponding decrease & tion.* 
the proportion of those at productive ages. If there Sd th 
any substantial increase in the birth rate the increase} epitheli 
the actual proportion of the aged may be less than & os 3 
estimate, but, short of some most unexpected decrease Under 
longevity, the increase in gross numbers from 5.6 milliof doses | 
to 9.6 millions is inevitable. In so far as the aged ag cation. 
directly or indirectly dependent for support on you adminis 
members of the community, the burden on the latter#) MOT © 
bound to increase greatly in the next few decades. Thi — 
ane . , rog 
point is well shown by the statement in the White gen de 
on Social Insurance that between 1965 and 1975 them glucose 
will be an increase of about 800,000 in the pensioner pop functior 
lation and a decrease of more than 1,000,000 in the com the gly: 
tributing population. In 1945 there will be 16 and, @ “aract 
1975, 31 pensioners for every 100 contributors; only ot 
small part of this increase will be due to the gradi of > 
inclusion of new classes after a qualifying period. Hemi, A . 
then, we have the crux of the economic problem of & acid is 
aged—the retention of productive capacity as long as pa ing bot! 
sible and the allocation of productive occupations especiil orward 
suited to old people. Ancillary to this question i is pH, 
estimation of full working capacity. Physiologically  . 
psychologically it is a truism to say that one person The v 
40 may be as old physically and mentally as another & spondin 
of 60 ; yet the present tendency, especially among the pi prolifer: 
fessional classes, is to have a rigid retiring age of 0@ by furtt 
65. Clearly this policy may have to be revised. It Part of | 
be of great interest to know whether the increasé ~ day 
longevity over the last century has been associated Sint 


an increased duration of working capacity or whether! 
shorter life of earlier days was more usually fully 
until the end. Whatever the answer to this question 
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i 
js quite evident that at the present time further increase 
in longevity, whether due to prophylactic or to therapeutic 
measures, will have serious consequences for the nation 
unless there is a comparable increase in the duration of 


'} working capacity. 








PHYSIOLOGY OF THE VAGINA 


The Fallopian tubes, uterus, and vagina are all developed 
from the Miillerian ducts. It is therefore not surprising 
that the tubes and vagina resemble the uterus in that they 
react to ovarian hormones and take part in the menstrual 
thythm. The tubes respond not only by changes in the 
mucosa but also in the activity of their muscle coats. 
Indeed they have been credited -with a menstrual function 
at times, and have been shown to be capable of a decidual 
reaction in pregnancy. Cyclical changes in the vagina are 
less obvious but are nevertheless demonstrable. A relation 
between the ovary and vagina was first suggested some 
fifty years ago, but only recently have the specific vaginal 
responses been determined. In this country Cruickshank 
and Sharman! in 1934 made a valuable contribution to 
our knowledge of this subject, and now Rakoff and others? 
present a review of the physiology of the vagina, together 
with an account of their own studies carried out on 500 
women. O6cstrogens induce hyperplasia of the vaginal 
epithelium and bring about a deposition of glycogen in 
its intermediate and superficial layers. The amount of the 
glycogen in the vaginal cells at different stages of life is 
thus directly proportional to the oestrogenic activity of the 


@ ovary: a phenomenon to which we recently drew atten- 
#4 tion.® During the active reproductive life of woman it is 


said that the amount of glycogen present in the vaginal 
epithelium is proportionately greater than that in any other 
The 
effect of progesterone on the vagina is less clearly defined. 
Under experimental conditions it appears that very large 
doses may produce epithelial proliferation and cornifi- 
cation. However, in physiological amounts and when 
administered in combination with oestrogens its effect is 
more often opposed to that of oestrogens. It does not 


J influence the amount of glycogen present in the cells. 


n is 


Androgens inhibit both epithelial proliferation and glyco- 
gen deposition. The transformation into glycogen of 
glucose received from the blood is believed to be a special 
function of vaginal epithelial cells, and it is assumed that 
the glycogen is the source of the lactic acid which is the 
characteristic component of the vaginal fluid. A preva- 
lent opinion is that this change is brought about by the 
action of Déderlein’s bacillus, although the reported finding 
of lactic acid in the sterile vagina at birth does not support 
it A second view supposes that the formation of lactic 
acid is the result of an enzyme, while other theories involv- 
ing both enzymic and bacterial action have also been put 
forward. The flora of the vagina certainly varies with 
its pH, and Déderlein’s bacilli predominate when the 
vagina is most acid. But it has still to be shown which 
is the cause and which the effect. 

The vaginal cycle consists of a proliferative phase corre- 
sponding to the follicular phase of the ovary and the 
Proliferative phase in the endometrium. This is followed 
by further hyperplasia and cornification during the early 
part of the luteal phase, and later by desquamation during 
the days preceding menstruation. The vaginal pH also 
shows variations, the lowest figures being obtained at the 
Mid-interval phase—that is, about the time of ovulation. 
‘15. Obstet. Gynaec. Brit. Emp., 1934, 41, 208. 


2 Amer. J. Obstet. Gynec., 1944, 47, 467 
3 British Medical Journal, 1943, 2, 753. 





This is followed by a gradual rise up to the time of 
menstruation, after which there is a return to the more 
acid side. Rakoff and others? point out that not all 
workers have obtained the same results in regard to the 
rise and fall of the vaginal pH. The discrepancies may be 
explained by the fact that the pH differs at different levels 
in the vagina, and, moreover, unless special care is taken 
false readings may be obtained owing to contamination 
with the alkaline secretion from the cervix. In any case, 
the normal range of variation is small. 

All the evidence goes to show that the acidity of the 
vagina is important in protecting it from infection, and 
among the few micro-organisms which thrive when the 
pH is within the normal range of 4 to 5 are Déderlein’s 
bacillus and the yeast and yeast-like group. The latter 
indeed flourish when the vagina is most acid, as in preg- 
nancy, when the pH may fall as low as 3.8, and when 
it is unusually rich in fermentable carbohydrates. This 
explains why infection with monilia (vaginal thrush) is 
most’ common in pregnancy and in the presence of 
glycosuria. 


NUTRITION IN JAPANESE INTERNMENT CAMPS 


The nutrition of Allied nationals in Japanese internment 
camps is the subject of a recent report’ based on the 
evidence of repatriated doctors and nurses. About a 
dozen camps were set up by the Japanese authorities to 
house just over 15,000 internees. The Japanese policed the 
camps and supplied the food, while the internal adminis- 
tration, preparation and cooking of food, and sanitation 
were in the hands of the interned In general the rations 
supplied were low in calories, protein, calcium, iron, 
and vitamins. Canteen purchases were severely restricted 
because of lack not only of money but also of food. Black 
markets flourished in many of the camps, those with 
enough money being able to buy from their captors sugar, 
jam, fruit, eggs, and sometimes meat. Black-market extras 
and comforts provided by the Red Cross enabled some of 
the internees to survive without serious evidence of defi- 
ciency disease. After three or four weeks’ internment most 
of them experienced hunger for the first time. Nearly all 
adults lost weight ; in some camps losses of 40 Ib. to 60 lb. 
were not uncommon. The basic diet consisted mainly of 
polished rice, soya beans, potatoes, pot herbs, and a little 
pork, with water-buffalo meat, duck eggs, and white flour 
when available. Fresh cows’ milk and watered buffalo 
milk, when obtainable, were given to infants and small 
children. The average daily calorie intake on this diet 
was 1,500 to 2,000, the daily protein intake 40 to 80 
grammes. The intake of calcium was low (0.12 to 0.25 
gramme daily), as was also that of iron. No reliable 
data are available for the vitamin content of the diet, 
but it was generally agreed that the intake of vitamin B 
and riboflavin was low. And the food was unpalatable. 
This is not surprising, as there were practically no facilities 
for cooking. This meant that stew containing all the food 
for the day except bread was the only item on the menu. 
The Japanese made little or no provision for medical care. 
The only medical and surgical supplies were those taken 
to the camp by the interned people themselves and those 
provided by the Swiss authorities. 

Secondary anaemia from lack of iron, and hypotension, 
muscular weakness, and oedema, due probably to lack of 
protein, were reported in many camps. Deficiency 
of vitamins of the B complex manifested itself by loss 
of energy, restlessness, numbness, paraesthesiae, loss of 
reflexes, decreased appetite, tachycardia, and pains in the 
extremities. These symptoms responded to treatment with 





* Adolph, W. H., et al., War Med., 1944, &, 349. 
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vitamin B, and yeast. The clinical symptoms of beriberi 
and pellagra and some of the manifestations of aribo- 
flavinosis (cheilosis, angular stomatitis, pigmentation of the 
alae nasi, glossitis, and seborrhoeic lesions) were observed 
in some of the interned. Diarrhoea was reported from 
most camps. This was. not always infective in origin,.as 
in one camp it yielded to treatment with nicotinic acid. 
Spastic colitis, due to the unaccustomed amount of rough- 
age in the diet (coarse rice, bread, and vegetables), was 
common. A nutritional disease affecting the eyes, appar- 
ently of neuritic origin, was reported. The symptoms were 
blurred vision and quick fatigue on reading, or even 
inability to read at all. This may have been due to a 
deficiency of the vitamin B complex, though no cure was 
found for it in the camps. 

All this makes disturbing reading. Unless there is quick 
improvement of the diet of those who are still interned, 
nutritional disease, with a high morbidity and mortality, 
will become widespread, and with it an increased suscepti- 
bility to such infections as malaria and dysentery. 


NEW HOUSES 


If post-war England does not come up to the expectations 
of post-war Englishmen, it will at least not be for lack 
of Government Departments and Committees. Housing, 
for example, is engaging more or less of the attention 
of the Ministry of Health, the Ministry of Works, the 
Ministry of Town and Country Planning, and the newly 
appointed Minister of Reconstruction. The Ministry of 
Health appointed a Central Housing Advisory Committee 
to make recommendations on the design, lay-out, construc- 
tion, and equipment of dwellings, and it has been assisted 
by the reports of 22 expert committees set up by the 
Ministry of Works. One resuit is an admirable report 
entitled Design of Dwellings,‘ to which is added the report 
of a study group on site planning and lay-out in relation 
to housing. 

The dimensions of the housing problem are formidable, 
and almost every flying bomb that gets through increases 
them. It is contemplated that during the 10 or 12° years 
after the war between three and four million houses will 
be built, more than half of them by local authorities. Such 
a programme will determine the domestic standards and 
habits of England for generations; therefore no detail 
of design can be regarded as unimportant. The houses 
built during the inter-war period were certainly an improve- 
ment on their Victorian and Edwardian predecessors, but 
some faults were outstanding, such as the marked separ- 
ation between private and municipal housing, the building 
of houses without regard to communal facilities, and the 
location of residential estates too far away from places of 
employment. In the houses themselves the chief complaint 
was the smallness of the scullery or kitchen and the lack 
of a room for the expression of family life apart from 
the one where, in many families, meals—or their remains 
—are almost constantly on the table. On the controversy 
of house versus flat the subcommittee states that flats are 
largely unpopular. But in such a place as Welwyn Garden 
City, where the demand for flats might be expected to be 
low, it was found that roughly 10% of the households 
preferred that kind of accommodation. 

The report makes, and illustrates, some interesting 
suggestions for dividing up the ground floor of the small 
house. The one we like best is the provision of a recess 
in the large living-room—the term “ parlour” is banned 
—for the family meals, so that the rest of the room is 
available for other activities; also the provision of a 
small utility room where laundry and dirty household work 


(Is.) 





1 H.M. Stationery Office. 
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can be done. The report calls in general for more gp 
in houses. Attention is drawn to the nervous strain 
living in too cramped quarters. Reduction of Space belo, 
a certain limit actually increases the work of running 
house. It is, of course, a saving of labour if family me 
are partaken in the kitchen where they are cooked: } 
how many kitchens would stand the strain ? 
One problem in the new housing will be to provi 
accommodation for old people. Old people, if in that 
term we include those aged 65 and over, number pro 
5 millions, as against 1} millions at the turn of the century 
There is a clear case for the provision by local authorities 


of smaller dwellings for old people, not segregated from ¢ 


the others but embodying certain arrangements with , 
view to the physical infirmities of the occupants. Accom 
modation for single people living alone has also beg 
largely overlooked in housing, both private and municipg) 
The report makes no proposal for the central heating gf 
small houses. The solid-fuel furnace—open fire or som 
form of stove—seems likely to outlive its detractors, } 
is disappointing to hear that the subcommittee does no 
consider it practicable to provide refrigerators in municipal 
dwellings. It is hoped mass production may in time bring 
them within the reach of the bulk of the population, -0 
the all-important matter of rent it is considered that th 
average rent of a three-bedroom post-war house, assuming 



































a 34% rate of interest, and excluding local rates, shoul 
be 13s. 7d., or, if interest is at 3%, it may be as low 

12s. 6d. The subcommittee which produced this 
included seven women members, and its recommendatic 
are no doubt of a more practical character in consequene 


DOr! 


THE ALMONER’S WIDENING FUNCTIONS 
The term “ almoner ” still conjures up in the minds of many 
people a hospital officer whose chief function it is to asse 
and collect patients’ payments. The annual report of t 
Institute of Hospital Almoners (Tavistock House No 
W.C.1) warmly welcomes the extended definition of 
almoner’s functions given in the report of the Social am 
Preventive Medicine Committee of the Royal College ¢ 
Physicians, especially the statement that the almoner’s chie 
function is an assessment of the patient’s needs rather t 
of his means. The Institute has prepared a memorandum 
on the almoner’s place in the scheme put forward by th 
Tomlinson Committee for the training and rese 
of disabled persons. Here the almoner’s task will be 
fold : to maintain contact with the patient through the sw 
cessive stages of his treatment, training, and resettleme 
and to be the channel through which the health servi 
and the industrial organization may meet and confer. 
Institute is now in close touch with the Ministry of 
concerning the supply of almoners to rehabilitation centre 
The past year has seen a gratifying increase in the num 
of local authorities which include an almoner on the § 
of their clinics for venereal disease and also of their tu 
culosis clinics. In Scotland there has been progress 
the employment of almoners by public health authoritie’ 
three almoners are now working in public health dep 
ments, two in Edinburgh and one at Stirling. The inf 
of almoner students is being maintained, thanks to 
recognition by the Ministry of Labour that a supply 
adequately trained almoners must be continued. Dur 
the present training year 125 students are being prep 
for almoners’ duties—the largest number on record. 


Vill 


The next session of the General Medical Council 
open on Tuesday, Nov. 28, at 10 o’clock, when the Pr 
dent, Sir Herbert Lightfoot Eason, will take the chair 
deliver an address. 
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esa— 


on Problems of Ageing and the Care 

of Old People 

Sirn—In March of this year the Nuffield Foundation 
announced the formation of a survey committee to consider 
problems of ageing and the care and comfort of the aged, and 
of a medical: subcommittee to deal with medical problems, 
especially medical research problems, of the causes and results 
of ageing. The Medical Subcommittee is now considering its 
programme of work, and, in order to avoid overlapping and 
to promote general integration of relevant research, is anxious 
to make contact with investigators already working on this 
subject. The questions immediately before the subcommittee 
relate to the morphological, physiological, pathological, and 
psychological changes which characterize the syndrome of 
ageing, and to the factors which expedite and retard the process. 

The secretary of the Medical Subcommittee, the Nuffield 
Foundation (Survey Committee), 12, Mecklenburgh Square, 
London, W.C.1, will be glad to hear from investigators, medical 
men, or biologists who have research along these lines in 
hand or projected, and who are not yet in touch with the 
committee.—I am, etc., 


Survey Committee 


A. S. PARKES, 
Chairman of the Medical Subcommittee. 


‘ 


Neurological Signs in Riboflavin and Allied Deficiencies 

Sir,—I have to-day received the Journal of July 29 containing 
an account of the Lumleian Leeture by Dr. Hugh Stannus 
and your editorial comment thereon. I am_ particularly 
interested in the mention of cerebellar signs in the syndrome 
of Hawes, Pallister, and Landor, and am able to confirm the 
clinical neurological aspect of his statements, having made 
a special study of the neurology in 1940 and 1941 with 
Dr. E. S. Monteiro. Eighteen cases of the pellagroid syndrome 
were admitted to the neurological clinic, Singapore, and studied 
in detail, and from an examination of these cases it became 
apparent that many of these exhibited spinocerebellar signs 
of a gross type, and were frequently demonstrated as such. 
Hawes, Pallister, and Landor were unfamiliar with the cere- 
bellar component of these cases until the demonstration of the 
spinocerebellar element served to explain the gross ataxias 
met with, in the absence of adequate posterior column defect 
and of pyramidal signs. (When I say posterior column loss 
I am referring to loss of a type of sensation known to be 
conducted along these tracts. I do not infer that the primary 
lesion is in the tract. I believe that the tract lesions are 
secondary to death or disease of cells in the posterior root 
ganglion.) Pallister and Landor had regarded these cases as some- 
what in the nature of subacute combined degeneration, but 
neither Hawes and Pallister nor Monteiro and myself, using 
special neurological technique, had ever been able to demon- 
Strate evidence of pyramidal release. While Monteiro and I 
were engaged in a neurological study of these cases Pallister’s 
paper appeared in which he described 15 cases of ataxia 
occurring in the Chinese. Although the findings in this paper 
were somewhat scantily recorded from the neurological point 
of view, when these signs are tabulated they give evidence of 
the cerebellar component. This was done by Monteiro and 
myself, and in a discussion of this syndrome before the Medical 
Society of Tantoksen Hospital was demonstrated in connexion 
with our own cases, which they closely resembled. Dr. Hawes 
was informed by letter of the progress of our neurological 
investigation, which clarified a subject that he had been 
studying for years. 

The majority of these cases, in which ariboflavinosis was marked 
and in which the cerebellar component was conspicuous, occurred 
in tonkan coolies. These coolies would frequently go for long 
voyages in these ships, being fed by a contractor. On their return 
the changes had often become irreversible, and so far as the eye 
was concerned an actual corneal ulceration had taken place, usually 
unilateral, though circumcorneal injection was present on the contra- 
lateral side. The eye changes and perléche responded quickly to 
tiboflavin. Photographs of these eyes were taken, the eye condition 





being studied simultaneously by Williamson. It was remarkable 
that the ataxias could come on very rapidly within the course of a 
few days. These ataxias were sometimes associated with bands of 
subjective numbness on the trunk of root type. On the other hand, 
as Dr. Stannus says, provided the case was treated early a complete 
or almost complete recovery would ensue. We had cinematograph 
and flash-bulb photographic tracings of limb movement, using 
Dr. Gordon Holmes’s technique, to demonstrate this: In the case 
of the small girl described by Stannus, nystagmus and vertigo were 
present, which made recognition easy. Neither nystagmus, vertigo, 
nor intention tremor was demonstrated in any of our cases, 
although dissection of movement and dysmetria were readily shown 
both: by direct observation and by means of the flashing bulb with 
a C38 tuning-fork. This accounts partly for the failure of the earlier 
observers to recognize the cerebellar component in the Malayan 
cases. 

That these caSes were apparently spinal in origin led me to believe 
that the lesion lay essentially in the sensory ganglion cells*of the 
spinocerebellar system—that is, Clarke’s column. The signs were 
essentially sensory cerebellar and not motor. ‘Further, the fact that 
we were able to demonstrate root involvement in some cases, together 
with the fact that these changes were labile and reversible, led us 


_to believe that we were dealing with a cell disorder and not a tract 


one. This, naturally, is a forerunner of Dr. Stannus’s remark on 
systematization, in which he says it is based on neurophil. This 
wa. put forward as a hypothesis. Dr. Stannus’s observations on the 
capillary bed take the matter a step further. 

Regarding the morbid anatomy of these cases, only one came to 
necropsy, the nervous system of which was being studied by 
Mrs. Helen Burke, who held a research scholarship in-the Medical 
College and who was working in the unit as a neuropathologist. 
This case was not absolutely typical of the Hawes-Pallister-Landor 
syndrome, exhibiting, as it did, frank pellagra, but* nevertheless 
spinocerebellar signs were demonstrated. The tissue was fixed imme- 
diately after death by intrathecal formalin, and the most striking 
feature in the Nissl preparations was the degeneration of nerve 
cells in Clarke’s column. These showed various stages “from a 
change in shape to complete destruction. A somewhat ‘similar 
change, though not so gfoss, existed in the cells of the posterior 
root ganglion. Tract degeneration was confined fo the column of 
Goll, in which individual nerve fibres had undergone degeneration, 
suggesting that this was secondary to cell degeneration. This patient 
also exhibited a somewhat similar degeneration of the optic nerve. 
He had complained of a dimness of vision, but, like most of these 
cases, did not show recognizable disk changes. The cerebellum itself 
had not been studied at the time of the fall of Singapore, as 
Mrs. Burke was, together with all American women, evacuated to 
the United States early on. 


Finally, in writing this letter I do. not wish to appear pedantic, 
but I feel that in fairness to Monteiro, who is now a prisoner 
in enemy hands, and to the Singapore School of Medicine, 
where the clinical neurology had been worked out, this 
should be put on record. Monteiro and I had intended to 
communicate to Dr. Stannus our findings before publication 
for his comment, as we regard him as the world authority on 
this subject. The original case notes will, I think, be available 
after the war.—I am, etc., 

G. A. RANSOME, 
Temp. Lieut.-Col., I.M.S. ; 
Late Associate Professor of Medicine and 


Lecturer in Neurology, King Edward VII 
Medical College, Singapore. 


Infantile Diarrhoea and Vomiting 


Sir,—The paper by Drs. Alexander and Eiser (Journal, Sept. 30) 
on infantile diarrhoea and vomiting has given me great pleasure. 
I offer my congratulations to the authors on the success of 
their diligent medical treatment. I am in complete agreement 
with all their statements except one. In the summary it is 
stated that “the aetiology of this killing disease is obscure.” 
With this I venture to disagree, for I believe the aetiology is 
perfectly clear, and that if generally accepted and acted on 
much would be done with regard to prevention and cure. 

The figures given by Drs. Alexander and Eiser give convincing 
evidence in favour of my contention. In 60 out of 140 cases 
of diarrhoea and vomiting without evidence of gastro-enteritis 
purulent otitis media was present. This condition cannot exist 
without adjacent cells being involved—in infants the relatively 
large mastoid antrum. We may therefore conclude that in 
these 60 cases mastoiditis was present. But, as is shown at 
operation ard in the post-mortem room, mastoiditis is common 
in the absence of otitis media or aural discharge. It follows, 
therefore, that in addition to mastoiditis in the 60 cases it was 






















638 


Nov. 11, 1944 














present in many of the others undiagnosed. We may reason- 
ably assume that the great majority of infants with diarrhoea 
and vomiting are in fact suffering from mastoiditis in its catarrhal 
or purulent stage. 

The questions now arise: How is infantile mastoiditis 
acquired? and, Is diarrhoea and vomiting the cause of mas- 
toiditis or mastoiditis the cause of diarrhoea and vomiting? 
All are agreed that diarrhoea and vomiting is far commoner 
in bottle-fed than in breast-fed infants, and that the former 
are frequently fed lying down in a position which invites milk 
or vomit to enter the Eustachian tubes while swallowing, In 
this way foreign material enters the tympanum and mastoid 
antrum and causes mastoiditis, followed by diarrhoea and 
vomiting. Breast-fed babies are not subjected to this peril 
and are therefore relatively immune to mastoiditis acquired by 
feeding in an unnatural position. 

A further question now arises: How does mastoiditis cause 
diarrhoea and vomiting? The tympanic cavity and mastoid 
cells receive parasympathetic innervation from VII and IX. 
A reflex from the inflamed cells passes via VII and IX to the 
parasympathetic portion of X, which supplies motor and 
secretory fibres to the intestinal canal. This abnormal reflex 
disturbs the normal harmony between sympathetic and para- 
sympathetic impulses in favour of the parasympathetic, resulting 
in diarrhoea and vomiting. It will be generally conceded that 
the younger the infant the more easily is this harmony dis- 
turbed, thus explaining the greater severity of diarrhoea and 
vomiting in younger infants. We are forced to the conclusion 
that in the great majority of cases diarrhoea and vomiting is 
a physical sign denoting mastoiditis. There are always 
additional physical signs which render the diagnosis certain, 
such as restlessness, crying out, putting the hand to the head, 
a bald patch caused by rubbing the head on the pillow, and, 
most significant of all, enlarged glands in the posterior triangle 
of the neck. * 

It is not always realized that mastoid sinusitis, like sinus 
infection in other cells—e.g., ethmoids—occurs in three distinct 
stages: (1) mucoid, (2) mucopurulent, (3) purulent. In the first 
two stages spontaneous recovery is often observed, helped by 
medical treatment on the lines laid down by Drs. Alexander 
and Eiser. Purulent mastoiditis, however, is usually a fatal 
condition unless surgical treatment is obtained. If, therefore, 
a child with diarrhoea and vomiting ceases to improve in spite 
of medical treatment, and if on examination is found to have 
some or all of the physical signs enumerated above, purulent 


mastoiditis should be diagnosed and operation advised. In this 
way many infants’ lives could be saved. 
Prevention ** (1) Breast-feeding when possible. (2) Never 


bottle-feed lying down. (3) When a child is too young or too 
ill to sit up or turn over, never nurse or feed him on his 
back. Prop him up in his cot on his side and change sides 
every half-hour. Take him out of his cot for feeding and 
hold him in the natural position. Strict observation of these 
three rules would prevent the onset of mastoiditis to a large 
extent both in healthy infants and in those suffering from 
air-borne or food-borne infections. 

It is my confident opinion that, when cure and prevention 
are carried. out on the lines indicated above, the appalling 
infant mortality will be materially lowered, perhaps even by 
half.—I am, etc., 


Birkenhead. P. W. LEATHART. 


Drugs and the Doctor 


Sirn,—Your leading article of Oct. 21 on drugs and the 
doctor is both welcome and timely. This criticism of 
the White Paper is justified, and fortunately it is easy here 
to see that the interest of the public and the interests of 
medicine are identical. Therefore there need be no delay in 
actively tackling the problems so lucidly expounded in your 
article. 

Sane pharmacotherapeutics is not only necessary but is now 
available over a rapidly extending field. It would appear that 
the initiative of the American Medical Association in organizing 
the Council of Pharmacy and Chemistry has produced an effec- 
tive weapon. May I therefore suggest that the British Medical 
Association should immediately organize a similar procedure 


Britis 2 
MEDICAL JouRNaL 


for this country. An initial conference between the B 
and representatives of the Royal Colleges, the Pharmacole 
Society, and the Pharmaceutical Society could determine 
best form for such a council. We might well improve on 
method of the Americans. Such a body will give pre d 
to the B.M.A. and progressively gain in influence, ang 
published recommendation could hardly be ignored by the 
Government. 

Some of the problems mentioned in your article, such a 
the teaching of pharmacology, cannot be dealt with ig this 
manner, but it is unnecessary to wait for the reform of such 
teaching (and pharmacologists are keenly aware Of the 
of this) before taking such action as suggested aboye— 
I am, etc., 

London, W.1. 








HuGH GalINsBorougg, 


The Metric System and Medicine 


Sin,—Among ‘my recently qualified contemporaries there 5 
widespread criticism of the metric system which has 9 fa 
not been recognized in your columns. Everyone will agree 
that we are at present unintellig ble to foreigners,- but 
few that I have met will admit that the apothecaries’ system 
is in practice inferior to the metric. In argument my colleague, 
object to decimal points and “large numbers of * 
complaining that they are difficult to remember and clumsy 
to use. Perhaps these and other objections are more emotional 
than rational and arise from a too recent acquaintance wih 
the task of learning some 150 doses in “the other system” 
I am surprised, none the less, that the five other letters s 
far published in favour of the metric system have called forth 
no murmur of dissent, and I should like to anticipate and 
answer some common objections. These are: (1) difficulty is 
remembering doses ; (2) danger of misinterpreting the decimal 
point ; (3) inaccuracies in the metric system itself. 

Whether the chief difficulty lies in getting the number of 
noughts right, or whether it arises from an Anglo-Saxon dis 
taste for decimals. the fact remains that fractions expressed 
decimally are distinctly harder to remember. This is therefore 
a method open to errors in prescribing. Dr. A. H. Douthwaite 
(Journal, Oct. 7, p. 478) has acknowledged this and pointed 
out part of the remedy, but, with apologies to him, I am keen 
to argue it further. Secondly, the decimal point can bea 
source of error even when correctly remembered, for pre 
scriptions are (a) sometimes written hastily, and (5) alway 
read by someone else before being dispensed. Surely, then, 
the distinction between 1 g. and .1 g., important to the patient, 
should depend on something more than a single ink-spot 
To miss it is rather easier and slightly more serious than to 
confuse the 3 and 5 signs. Most metric prescribers take the 
obvious precaution of expressing the tenth as 0.1, but more 
than one proprietary preparation could be mentioned in which 


the precautionary nought is omitted from the label on th® 


bottle. I have now been informed of two cases of emor 
arising from this, in both cases the patient fortunately receiving 
one-tenth of the intended dose. In both, a label printed 5 mg 
was read as 5 mg. 

It is fundamental to see that (1) and (2) are objections not 
to the metric system but to the use of decimal fractions. Why 
should decimals necessarily be used? When we divide the 
ounce we use whole numbers of drachms or grains. In th 
metric system, as originally laid down, we divide the gramme 
into decigrammes, centigrammes, and milligrammes. Thos 
accustomed to using the metric system in medicine find i 
convenient to think in terms simply of grammes and milk 
grammes. As Dr. Douthwaite says, it remains for textbook 
and examiners to do the same. The B.P., in confining itsell 
to grammes and dec'mal fractions of a gramme, has used th 
metric system in the most awkward way possible. The superior 
usefulness of the milligramme is perhaps not sufficiently wel 
known. With the introduction of whole milligrammes we hat 
practically abolished all fractions, for, in descending the scale 
we have to split the grain long before we split the milligramme 
Almost all the doses involving fractions lie between 3/4 amt 
1/64 grain, and can therefore be expressed by whole n 
of milligrammes. Thus the dose of morphine becomes 8-20 
Decimals may be harder to learn than vulgar fractions, 
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bers are surely easier than any fraction at all. 
Seam there are some decimals, it is objected. Why should 
there be? If we can speak of 1/2 grain, why not 1/2 
milligra me? 

¥ of the order of a few milligrammes are likely to 
increase with the introduction of greater numbers of potent 
synthetic preparations, and there is no doubt that the milli- 

e (and for some vitamins the microgramme) is the unit 
of the future. When a conservative opponent has 2 been 
: d with the useful size of the milligramme, he is apt 
to object that its relation to the gramme ( x 1,000) is unwieldy. 
{ feel it would be a mistake to ty to please him with deci- 
grammes and centigrammes, for simplicity is our principal aim. 
The B.P. took a step in the direction of simplicity when it 
confined itself to the grain and the ouncé and, in the metric 
system, the gramme, and | feel it is desirable that we should 
be content to add only the milligramme (later, perhaps, the 
microgramme for vitamins). The size of the gramme is by 
no means astronomical in relation to that of the milligramme. 
The number of small units in the big unit is only about twice 
the number of grains in an ounce; and since alterations of 
dose, to be effective, frequently necessitate doubling or halving, 
the mental adjustment to this change should be easy. The 
effective way in which milligrammes sti]l replace the majority 
of fractional doses by whole numbers is due to the fact that 
the gramme is only 1/30 ounce. This again is desirable, for 
the drugs which are dispensed in whole numbers of ounces are 
few indeed. The gramme, of which four go to make a drachm, 
is a considerably more useful weight. 

When we consider liquid measure we may seem to be in a 
weaker position. The minim is practically never split, except 
in such terms as 74 min., whereas the millilitre, being about 
17 times larger, is split in 92 of the 197 fluid doses in one 
hospital’s pharmacopoeia. One device would be to use vulgar 
fractions ; another would be to adopt the microlitre, volumetric 
equivalent of the milligramme. Thus one of the most awkward 
metric doses—that of tincture of strophanthus (2-5 minims or 
0.12-0.3 mil.}—would become approximately 1/8-1/3 mil. or 
120-300 microlitres. The microlitre, for which some suitable 
abbreviation would no doubt be forthcoming, is, of course, the 
cubic millimetre, familiar volumetric unit of clinical pathology. 
A third alternative would “be to make the decimillilitre 
(1/10 mil., or about 1.7 minims) the standard dispensing unit, 
and slightly alter the strengths of a few tinctures and other 
preparations which are, after all, expressly laid down at present 
to give a correct dose in whole numbers of minims. If the 
metric system were universally adopted it would be simple 
to make a tincture of strophanthus with a dose of 2-5 
decimils. 

It is unfortunate, for the sake of simplicity, that the litre, 
standard of measure, should (in wader) weigh 1,000 times the 
gramme, s{andard of weight, so that a millilitre does not weigh 
a milligramme, but it is better to have a milligramme occupying 
a microlitre than a grain occupying 109.7142 minims. Perhaps, 
in quoting this figure, it is unwise to press the matter to so 
many decimal places, for the more erudite opponents of the 
metric system can point out a difference, at about the fifth 
decimal place, between the mil. and the c.cm., and between 
the c.cm. and the volume of a gramme of water; this arises 
only from the improvement in laboratory technique since the 
original standards, all derived from the metre, were set up. 
Your correspondent Dr. S. A. W. Rushbrooke (Journal, Oct. 7, 
p. 478) acknowledged this when he stated: “ Approximately 
l ccm. of water weighs | gramme.” The error, however, is 
80 small that it can be entirely ignored except in the most 
precise physical and chemical research. I have no doubt that 
the care with which the original standards were made would 
satisfy the most fastidious dispenser. 

It has been interesting to sound the opinions of some junior 
medical students on this subject. 4 have found those fresh 
from the university unanimously in favour of the metric system. 
Innocent as yet of the apothecaries’ system, they can visualize 
what quantity of a powder would weigh roughly a gramme, 
and can estimate with commendable accuracy the metric 
capacity of a vessel such as a measuring cylinder or a bottle. 
They have long appreciated that any calculation intrinsic to 
the system can be performed in the head or on the shirt-cuff, 


and their reaction to the arbitrary divisions of the apothecaries’ 
table is frank dislike, while the information that the imperial 
ounce contains 437 and a half grains is met with incredulous 
laughter. Yet they seem to.change their views. The pale-faced 
final-year student has adopted the grain and the minim 
apparently without a.struggle. However, there is no doubt that 
for the new drugs the metric system has come to stay; and 
with the apothecaries’ and imperial systems in full use its 
presence only adds to the existing chaos. The time has surely 
come, then, to adopt metric measure for all drugs. 

The point 1 wish to emphasize is that in dropping the old 
measures we need lose nothing. The milligramme, the gramme, 
and the mil. (or decimil.) are units just as suitable for precise 
and brief representation on paper, and can be just as friendly 
and amenable to the memory as any other units of weight 
or measure.—l am, etc., . 


St. Albans, Herts. T. C. Bear. 


Sin,—Few can doubt the advantages of the metric system 
in medicine. The arguments for it, so well set forth by 
Prof. W. C. W, Nixon (Sept. 2, p. 320) and by Dr. Howard 
Jones and Mr. S. T. March (Sept. 23, pp. 413, 414), are irrefu- 
table. Why, then, has it not been introduced or why are no 
active steps being taken at the moment to secure these 
advantages for the future? The reason is probably the inertia 
of established custom combined with an inexpressed fear of 
confusion which might result and perhaps give rise to accidents. 
Neither of these reasons, however, is really’ valid, and if doubt 
remains there is an excellent precedent by which we might 
be guided. Some few years ago British ships were steered 
by orders which were derived from the primitive use of the 
hand tiller. When the ship’s head was to be turned to starboard 
the order given was to port so many points or degrees, because 
when the tiller was put over to port the vessel's head turned 
to starboard. For many years it had been obvious that in 
conformity with custom in some other countries it would be 
more logical to order starboard when the ship's head was to 
be turned to starboard. It was argued, however, that to make 
such a sweeping alteration in helm orders might be disastrous, 
confusion result, and collisions occur. Nevertheless, both the 
Admiralty and the Board of Trade, with an admirable strength 
of purpose and despite opposition from the inevitable “ die- 
hards,” determined to make the change, and in one night helm 
orders were altered by completely reversing them—i.ec., port 
became starboard and vice versa. The result was as surprising 
as it was satisfactory, for so far as I am able to ascertain 
not a single collision occurred in consequence. I suggest that 
if we should make up our minds to change to the metric system 
it could be done overnight, and that there is every reason to 
think the outcome would be just as happy as with helm orders. 
—I am, etc., 


LAMBERT ROGERS, 
Surg. Capt., R.N.V_R 


“ Dissident Doctors ” 

Sir,—Your footnote to Dr. Stark Murray’s letter (Oct. 21, 
p. 540) denounces the actual or prospective existence of Socialist, 
Conservative, etc., medical associations, and asserts that “ there 
are political organizations in plenty to give medical men what 
political information they need, and to offer them scope for 
political activity.” You go on to say that “Dr. Murray 
obscures the issue by confusing medical politics with politics 
in the familiar use of that term.” 

To-day political action by politicians gravely threatens our 
whole mode of life. Politics is being forced upon the medical 
profession, which, if it is to maintain its integrity and honour, 
must think politically. State control of the profession is 
imminent. Here surely, if ever, is an occasion where “ politics 
in the familiar use of the term” has impinged so completely 
on “ medical politics” that there is no distinction between the 
two. Dr. Murray favours the Government scheme—i.., the 
N.H.S.—and in general | find myself in the heartiest disagree- 
ment with his views, but I must commend one statement in 
his letter. He says: “ Surely it is the duty of all of us . . . to 
take part in all political activities that concern our way of life.” 
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But while Dr. Murray sees his political duty to be fostering 
State control of the profession and building up the “ Socialist 
Medical Association,” my own conception of the most urgent 
need, both in the profession and nationally, is a strong move- 
ment to defend our shrinking and seriously menaced liberty. 

If I dislike the S.M.A., I should equally dislike a Conserva- 
tive or Liberal M.A. Nor should | find comfort in Common 
Wealth or the LL.P. All our existing political parties appear 
at present to be united both in their hatred of liberty and in 
their approval of State control of medicine. The Liberal Party 
used to claim to be the champions of individual liberty and 
the opponents of State control. But what was the label of the 
great prophet of the servile State when he was recently returned 
as M.P. for Berwick? 

Doctors are to give up their own premises and work in 
welfare centres. They are liable to be sent wherever the State 
decrees, whether they like it or not. Men who prefer the city 
will go to the country, and vice versa. The State will own the 
wretches, lock, stock, and barrel. The Prime Minister, who 
is so busy winning the war, has nevertheless time to introduce 
measures for enslaving the medical profession. He should 
remember that his Government owes its existence solely to the 
need for prosecuting the war, and but for that need he would 
not be Prime Minister at all. He and his Government have 
no right to meddle with controversial domestic legislation. He 
did, in fact, give a pledge to introduce no controversial 
measures. But it appears that one must be polite and not 
annoy him with reminders about his promise. Certainly no 
one bothers to do this. 

We are to be under the thumb of frequently changing 
Ministers of Health, whose interest in “health” is likely to be 
fleeting and temporary, since during their sojourn in that 
Ministry their minds will be preoccupied with hopes of 
“ higher ” office. In France four years ago a crisis proved that 
both the political system and most of the parties were rotten. 
That country has found new life in a movement called “ Fighting 
France.” Couldn't we have a “ Fighting Medical Movement,” 
or something of the kind?—I am, etc., 

London, S.E.14. ALLAN A. MACDOUGALL. 


Sir,—Your editorial reply to Dr. Stark Murray’s letter 
(Journal, Oct. 21) takes up an impossible attitude on the 
question of medical affairs and politics. If politics mean 
anything to a man they must influence his actions in all his 
spheres of activity—professional or otherwise. - All the doctors 
who take part in discussions on the White Paper do so from 
a political point of view—from that of their party, if they 
belong to one; if not, from that of the party for which they 
Would vote at an election. The White Paper is a political 
subject and cannot be divorced from politics. A doctor, no 
more than any other man, cannot be expected not to apply 
his general political philosophy to matters concerning his own 
profession. If he did so he would rightly be accused of 
insincerity. Perhaps there is no “Conservative Medical Asso- 
ciation” because the British Medical Association already fills 
the need. To judge from discussions on the White Paper in 
which I have taken part, or which | have read, there is a 
preponderance of Conservative opinion among my professional 
brethren. It is common knowledge that an idea is held to 
be non-political by Conservatives when it is in accordance with 
the general policy and outlook of the party. Surely we need 
not be ashamed of “ political” discussion even if it runs on, 
broadly, party lines, because “ politics” are the expression in 
external affairs of the fundamentals of our philosophy of life. 
—I] am, etc., 

Kingswood, Bristol. 


N. S. B. VINTER. 


Sir.—Having read your article on the S.M.A. and Dr. 
S. Smith, and your subsequent reply to Dr. Murray, | feel 
I still need some clarification on the question of medical men 
and political organizations. 

Members of the S.M.A., so far as I understand, believe that 
doctors would work best. and the public would have the best 
medical service, under Social'sm. In so far as they have this 
point of view they are entitled, as any ordinary group of 
citizens, to form an association and try to bring other medical 
men to their point of view. Now, the White Paper is.by no 
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means Socialism or even an appreciable advance towards 
but the S.M.A., together with the majority of the Professi 
unfortunately not so vocal, accept the principles of the 
Paper because it is the basis for discussion for an 

upon the present medical services, In advocating this Poin, 
of view the S.M.A. is not grinding any political axe : jt fem 
as an association of progressive doctors, it should support 

policy which would improve the British health services. l 
cannot see how this can have anything but a good effect on 
the B.M.A., for it would strengthen the public's confidency 
in doctors. I have yet to hear of members of the §, 
either as a group or as individuals, disrupting the B.M.A. or 
lowering the status of doctors in the eyes of the public, The 
members of the S.M.A. who have been able to devote 4 
considerable amount of time in the organizations of the B.M.A. 
have proved themselves loyal and true members of the B.M.A. 
How, in these circumstances, the S.M.A. can be charged with 
being even remotely responsible for the M.P.A. it is difficuly 
to conceive. It was precisely this official attitude in Europe 
before the war, of putting the blame for developing Teaction 
on the mere existence of progressive bodies, that fostered 


reaction which eventually destroyed the official bodies— 
I am, etc., 
Princes Risborough, Bucks: S. Leer. ; 


Sir,—It is reasonable to suppose that doctors, who see go 
much that is grim and distressing in the daily life of the 
community, could make a sympathetic -contribution to the 
nation’s plans for the betterment of social conditions. There 
must be many medical men and women who would be keenly 
interested in the consideration of social problems, but who 
shy away from politics in the familiar use of the term. ff 
implies no derogation from loyalty to the main professional 
society that some, who would otherwise take little or no share 
in public affairs, should find an opportunity to apply their 
special knowledge and experience in company with their 
medical colleagues who share the same ideas. 

It seems harsh that doctors should be criticized in their 
official journal for participating in an organization whose aim 
it is to promote a leg.timate social and political policy so long 
as that policy is in accordance with democratic principles. 
It is surprising that the Journal should adopt so didactic an 
attitude on this matter, especially in view of the almost 
unanimous vote concerning the safeguarding of the full political 
rights of doctors under the proposed National Health Service, 
—I am, etc., 


St. Annes-on-Sea. JOSEPH PARNESS. 


Sir,—Dr. Frederick Dillon (Oct. 28, p. 576) appears to have 
joined the ranks of the eulogists of the scientific method as a 
panacea for our ills, and he appears to consider this much- 
vaunted nostrum as “the only possible basis for an ordered 
life, individual or national.” But most of us desire an orderly, 
not an ordered, life; in fact, we thought that this war was 
being fought to preserve us from an ordered one. 

That reason is good we should, | suppose, all admit; and 
that scientific method is good is a statement that would also 
be widely accepted. “But the science of reason is not neces 
sarily the best guide in the conduct of human affairs. It was 
logical for the French to request an armistice in 1940, and 
illogical for the British to continue the fight against Germany.” 

It is very odd that we doctors, whose training has been 
“a smattering of several sciences, followed by a prolonged 
study of the human animal in health and disease.’ should 
be so easily gulled by the propaganda of authoritarianism. 
Perhaps we are ashamed to proclaim our freedom, because 
it is part of an unpopular creed. Latham knew well how 
mankind, including doctors, could be misled by fashion: 
“ Depend upon it, what all men indiscriminately are told they 
ought to know, all men indiscriminately will soon pretend to 
know, be it never so extravagant.”"—I am, etc., 


London, W.1. A. PINEY. 





1 East, W. Norwood (1944), Med.-I eg. Rev., 12, 69. 
2 Bosanquet. W. C. (1937), Meditatio Medici. Aldershot. 
3 Latham, P. (1878). Collected Works, 2, 7, New Sydenham Society, London. 
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Bacterioph Treatment of Bacillary Dysentery at 
- Alexandria 


Sm—Commenting on my article under the above title 
(@.MJ., 1942, I, 719) Col. J. S. K. Boyd and Major B. Portnoy 
(Trans. roy. Soc. trop. Med. Hyg., 1944, 37, 243), in a reprint 
gent to me by courtesy of Col. Boyd, ask me what seems 
a pertinent question. If “the early use of bacteriophage 
prevenis the development of dysentery.” and if “it has 
become the established rule to treat acute bacillary dysentery 
and its frequent precursor enteritis,” why has “ the total annual 
number of cases of dysentery . . . averaged about 650 during 
the period [1928-40] and has not gone down to any appreciable 
extent"? The answer is simple; but I would first point 
out that the number “ 650” is an abridgment average, for 
which I] am in no way responsible. It did not figure in.my 
original text. It simply appeared justified*to the abridger to 
strike this average to facilitate his task of abridgment, for 
which I am greatly indebted. I would further remark in passing 
that for none of the numbers of the article am I responsible, 
since they were all culled from the supposedly impartial official 
vital statistics of Egypt.’ In effect, 650 annual cases of global 
dysentery (amoebic, bacillary, lamblial, etc.) per year for 
Alexandria, on a population of three-quarters of a million, 
wppears to me ridiculously low and must be very wide of 
the mark. Although this is so, I felt justified in using the 
oficial statistics because I used them throughout on a com- 


‘}mrative basis, to compare Alexandria data with corresponding 


Cairo and rest of Egypt data, in the belief that common errors 
would thus automatically cancel out. In my original text, 
which was too long to publish, I criticized some of the flaws 
in the Egyptian statistics of dysentery, about which, and vital 
statistics in general, the authorities are very concerned and are 
continually talking about reforming them. Imperfect as 
Egyptian statistics undoubiedly are, it is well to remember that 
owing to the nature of the problem no country in the world 
can probably boast at the present hour of perfect dysentery 
returns and statistics. 

Now, te answer Boyd and Portnoy’s query. Since nothing 
has changed in the aetiology of the dysenteries over the years 
1928-40 (flies, filth, sanitation in general, grapes inadequately 
washed, raw figs, etc.) the risk of attack has obviously been 
the same year by year. The administration of a few ampoules 
of phage to a few privileged and enlightened individuals here 

d there in the community suffering from enteritis and acute 
bacillary dysentery can hardly be expected to eradicate or 
influence very greatly the foregoing foundations of the various 

enteries. Why, then, should Boyd and Portnoy shy at the 
latement that the “total annual number of cases of dysentery 

averaged about 650 during the period [1928-40] and has 
ot gone down to any great extent”? 
iven prophylactically by me to healthy individuals, although 
Cmdr. Wilson (B.M.J., 1942, 2, 81), whom Boyd and Portnoy 
quote, rather seems to think so. It has only been given by 
ne to sick people. Actually, the former is an exper.ment 
hat | have often wished could be done, but hitherto supplies 
ve not permitted its being undertaken by me. Hence, Boyd 

id Portnoy are thinking wide of the mark if that is what 

have in mind when they state that my argument is “ based 

t figures which do not substantiate claims made elsewhere 
-. to wit, that the early use of bacteriophage prevents the 

opment of dysentery.” If that is their view, then such 
| dish-up is to distort my teaching. What the early administra- 

m of phage does prevent, for which I coined the expression 
preventive development ” (B.M.J., 1942. 2, 676). is the develop- 

tnt of diarrhoeas and “Gyppy tummies™ into full-blown 

s of bacillary dysentery. That is what | have insisted 

mm and taught—not the something else which | have the 

Pression, rightly or wrongly from their writings, Wilson 

cit.), and perhaps Boyd and Portnoy (loc. cit.), would 

We their readers think I have taught. Let it not be forgotten 

the article which Boyd and Portnoy incriminate constitutes 

Smore than an attempt to ascertain from impersonal data— 

e equivalent of the U.K. Reg’strar-General’s statistics—what 
mt be the general repefcussion on a community of its 

with phage. There is no evidence that any of those 


mentistical | Department, Ministry of Finance, Kingdom of Egypt. Bulag : 








Phage has never been. 








whose deaths are recorded ever had phage treatment, or 
even any specific treatment. Though the enlightened public of 
Alexandria are phage-minded, there are many backwaters and 
subsoil pockets among the native non-hospital population 
that the main phage-stream never sweeps. The recognition 
of this by Boyd and Portnoy may help to explain what troubles 
them concerning the vital statistics’ “figures which do not 
substantiate claims made elsewhere by this author.” Also, 
therein I have not the slightest doubt will be found the 
explanation of that proportion of the deaths, due to bacillary 
dysentery, of the 5% case mortalities from global dysentery, 
recorded of recent years for Alexandria.—I am, etc., 
ARTHUR COMPTON, 


Director of Laboratory Service. 
Alexandria Municipality 


Alexandria. 


Undescended or Retractile Testis: Differentiation 


Sir,—During conduct of a children’s surgical out-patient 
department I have been surprised how often cases labelled 
“undescended testis” prove on examination to be examples 
of “retractile testis,” an active cremaster having pulled the 
organ well up into the region of the inguinal canal. 

A simple method of examination will easily differentiate the 
normal from the abnormal. The child should be stripped from 
the waist and be lying down. The examining hands should be 
warm. First inspect the median raphe of the scrotum. If the 
amount of rugose scrotal skin on one side is less than on the 
other, the probability is that the undeveloped side never con- 
tained the testis. If the amount is equal on both sides, then 
either the scrotum is normal or else neither testis has descended. 
In the latter case the whole scrotum is symmetrically under- 
developed. 

Now proceed to palpation, which should be carried out gently 
and without hurry or fuss, the object being to attempt manipu- 
lation of the testis from the region of the inguinal canal into 
the scrotum. The canal is situated a little (1/2 in.) above and 
parallel to the inner half of the inguinal ligaments. Stand on 
the affected side and employ the left hand for the right side, 
and vice versa. Coax the child to give a preliminary cough. 
This often dislocates the organ from its resting place. Using 
the pulps of index and middle fingers exert moderate pressure 
just lateral to the commencement of the canal, and, keeping up 
the pressure, slide the fingers down the whole length of the 
canal. If a normal testis has been drawn up, it will be pushed 
by the fingers towards the scrotum, grasped as soon as possible 
by the fingers and thumb of the other hand, and thereafter 
pulled down as far as possible. If the testis is truly imperfectly 
descended then it cannot be pushed or pulled the whole distance 
to the lower pole of the scrotum, or if ectopic it will reach 
some site other than the scrotum. 

The same manceuvre can be carried out with the patient 
standing, but I have found it more satisfactory when he is 
lying down.—I am, etc., 


Glasgow. K. I. Macrosson. 


Artificial Insemination 


Sir,—I cordially support Dr. Harper's appeal (Oct. 14) for 
an authoritative pronouncement on the ethics of artificial 
insemination. The letters which you have published from time 
to time, the references here and there to “semen bureaux or 
banks” or to “panels of semen donors,” and Dr. Harper's 
account, from a country town, of the remarkable invitation 
to a woman patient of his at a birth control clinic to get 
her husband to act as a donor to an insemination panel, all 
give the impression that this new procedure is attaining some 
magnitude without sufficient recognition of the fact by the 
profession at large. 

The Medical Defence Union has recently published an 
advisory leaflet to steer the practitioner through the shoals 
of possible inyolvement in charges of conspiracy or of adultery 
levelled against the couple or the donor. The leaflet covers 
even the extreme case of artificial insemination of the single 
woman or the widow, The particular claims of the un- 
married woman and of the professional woman, to which this 
might well be a reference, were touched on respectively by 
Dr. Anne McCandless and Dr. Pearse Williams in your 
columns a year ago (Oct. 2 and 16, 1943), 
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Even apart from any pronouncement from such a body as 
the General Medical Council, surely the profession is already 
able to form sound conclusions in the light of the fundamental 
significance of the marriage bond. In marriage, the man and 
woman in effect take a most solemn pledge, among other 
things, to have their children by that partner and by no other 
person. The pledge is not invalidated by childlessness, for the 
marriage ceremony included no exemption clause for infertility. 
For the woman to have a child by a donor not her husband 
is to break that pledge, and to argue that absence of physical 
conjunction means that the child is not by that donor is merely 
to play with words. For the medical practitioner to enable 
the woman to attain this end in this way is to aid and abet 
her in evading her pledge, even though this be with the 
husband’s collusion. Call it adultery or what you will, I assert 
that no medical practitioner careful of his personal and 
professional honour can be a party to such an offence against 
marriage, however hard the individual case. 

To pass from the married to the single woman, and to turn 
the latter into an unmarried mother by artificial insemination, 
is again to degrade marriage by assuming that morally it is 
not always necessary as a preliminary to begetting a family. 
Can any practitioner, recognizing the social implications of 
such an assumption, regard himself as acting with honour in 
aiding such a course? 

Artificial insemination of the wife by the husband’s semen 
falls in a different category. Where it is carried out, as 
described by Dr. Mary Barton (Sept. 4, 1943), by “ insemination 
of the cervix from the vaginal pool following normal inter- 
course,” after elimination of all: other hindrances to effective 
union, the practitioner is only assisting an act entirely right in 
itself and directed to a right end. The essential objection 
here, and a sufficiently serious one, is aesthetic rather than 
moral, in the intrusion of the doctor into so intimate a relation. 
If the couple are prepared to pay that price, they are, I suggest, 
entitled to invite the practitioner's help. If, on the other hand, 
the husband’s semen has to be obtained by a process involving 
masturbation, I would submit—perhaps not so acceptably as 
in the preceding conclusions, by reason of the bias created by 
the general adoption of methods of artificial contraceptives— 
that to the couple that fact should feel so besmirching to the 
act of conception as to make it wrong to them and therefore 
to the practitioner.—I am, etc., 


Birmingham. H. P. NEWSHOLME. 


Sm,—Dr. Margaret Hadley Jackson, in her letter on this 
subject, states: “It is noteworthy, however, that demand by 
the citizen for legal protection in this matter has not yet been 
voiced, nor has organized religion committed itself.” May I 
make a clear statement of the position of the Catholic Church 
on a more fundamental matter, which by inference leaves no 
doubt of her position vis-a-vis artificial insemination? It is 
a commonplace of moral theology that deliberate ejaculation 
af semen in any situation other than the vagina—i.e., in normal 
consummated sexual intercourse—is an‘ unjustifiable infringe- 
ment of the natural law. That being so, there is no question 
of waiting to see how the Church will commit herself on this 
secondary subject.—I am, etc., 


Stanmore. F. Harwoop STEVENSON. 


Débridement 


Sir,—If a word suggests, or can be made to suggest, a vivid 
mental picture, it is pedantic to reject it on the ground that 
its applied meaning is not its original meaning. “ Débride- 
ment” is such a word. The surgical process it so admirably 
describes consists primarily in the removal of dead flesh, and 
débridement in its medical sense can be simply defined as the 
removal of debris. For those who prefer a coined word of 
English origin, “ de-sloughing,” with its suggestion of removal 
of sloughs or potential sloughs, is probably the best. But 
“ débridement ” is better than “ de-sloughing,” since it suggests 
the removal of dirt, clothing, and other forms of introduced 
debris, as well as that of sloughs. “Epluchage” to most 
Englishmen means nothing, and the mental picture aroused 
by the term “revision” was for most of us fixed long before 
we had completed the arduous path to qualification.—I am, etc., 

London, W.1. Davip H. Patey. 





The Surgeon and the Anaesthetic ‘= b> 
Sir,—Mr. Herbert H. Brown’s stimulating championship» one 


chloroform (Aug. 5, p. 191) raises several interesting poigy not 
He maintains that no danger attaches to light chlorofom 10 | 
anaesthesia, arguing from its apparent safety when Used jp rare 
produce analgesia only, which is not quite the same you 
It is true that chloroform, when skilfully given, can Prodg, ; min 
analgesia without much impairment of cerebral contro}, The Gra 
same can be said of trichlorethylene, ether, and nitrous Oxide the 
But it is arguable whether such analgesia can really be pn ! 
duced without “any interference with the special senses or jj path 
slightest mental confusion.” The fact that “the sense g righ 
hearing becomes if anything more acute” is itself j all | 
with this statement. If the effect were a real hyperacusis rath 1 ha 
than a distorted appreciation of sound, it would follow thy ,of ¢ 
we never hear so well as when slightly anaesthetized, and gg but 
ladies would hasten to barter their ear trumpets for a Junkers expe 
inhaler. a ch 
The point that anaesthetists tend to avoid chiorofom sac 
because of its association with the coroner’s court js mod Heal 
interesting, and raises issues which should be widely discuss | will 
But the drug that kills the quicker is surely the more Jethg done 
if only because it gives less time for counter-measures, ‘0 I 
Mr. Herbert Brown suggests that “the surgeon shogij fave 
choose the anaesthetist who will give the anaesthetic he pre My : 
fers in the manner required.” It is to be hoped that moq and 
surgeons would prefer the anaesthetist who is competent @ © tr 
choose and administer the anaesthetic best suited to the patien 80 
in the circumstances. We all recognize the patient's need fg, betw 
a comfortable and quiet night before operation, but som! that | 
would not agree that it should be obtained “by a maj! Wis 
injection of morphine and atropine.” Atropine is not a sed seith 
tive, and it can cause a dryness of the mouth which is anythin M&Y 
but comfortable to the patient. electe 
In his last paragraph Mr. Brown resurrects the old bop Th 
that pentothal when once injected into the blood cannot fe 40d 2 
removed until its time is up. All anaesthetic drugs are carried, e's 
to the brain in the blood, and none can be removed except the ju 
by katabolism. In condemning the “one-shot” method, jy *tvic 
which an arbitrary dose is introduced all at once into te %Y th 
blood stream (in contrast to the method’ of keeping the syring one’s 
in place and injecting minimal quantities at intervals as thy delica 
are needed) he will have the support of most anaesthetish; Let 
but when he gives “a whiff of chloroform” for dental extrme- handli 
tions surely he is doing something very Lke it.—I am, ete, when 
to cri 
RONALD F. WOOLMER, 
Surg. Cmdr, RNVR. [here 









critici 
Service Medicine ae 
Sir,—I have noticed in your columns many letters 
have alternately reviled and praised State medicine as it if 
practised in the Services, adducing from their arguments poi Sin 


against or for the National Health Service as projected 
the White Paper. May I as a Service doctor “ for the duration 
put the matter as I see it from my station over-seas. 
These writers have, politely, called each other liars. 
truth is, they are all right in their ways. It is true, as 
say, that Service doctors have little to do, and, as others 
that their day is always full ; that, as some say, the equi 
is good, and, as others say, very bad; that, as some 
the patient gets better attention than in civil life, and, as ¢ 
say, much worse. I can easily explain this from my 
experience. My day is full, but careful calculation tells) 
that one-quarter of it is doing the work of a do 
healing the sick and the prevention of disease—the 
three-quarters is with Service matters—form-filling, 
inspecting, and other routine matters. The equ pment is 
able if demanded on the proper forms in quadruplicate, 
full reasons (and a few more for luck) and usually 
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times; but this procedure must be gone through, of a he 
the equipment will often be bad. oe 


A man may report sick and receive attention for the but 
trivial ailment and be treated with courtesy ; he can bem}, - 
to the appropriate specialist for anything more serious The 
great ease, and have full investigation made. But he + 
admitted to hospital for something trivial, stay there ¢ ume 



















ma | Nov. 11, 1944 





Baitisu 
Mepical Journal 


643 








CORRESPONDENCE 
a: 7 CS ————— = 


- , and develop a handsome neurosis by contagion. His position 
"on sick parade is prejudiced from the start by the fact that 

Dionship one must put one’s loyalty to the Service first. One thinks 
ting poim not of a patient to be healed but of a’man who may be trying 
chlorofom to get away with something (not a malingerer, for they are 
en used » rare, but an exaggerator), and he has to prove he is ill before 
same > ou start to think of him. Then in the background of our 
an s minds is a wild procession of forms to be filled in about him. 
ntrol, “The Gradually, in spite of oneself, one ceases to be a doctor in 
Tous oxi@ the best sense, a healer, but becomes a State servant. 
lly be I know that 1, who was at least on the beginning of the 
andi path to becoming a good doctor before joining up, am now 
e sense gf right off the path and will have to struggle to get back. That 
inconsisten, , 2!! this is necessary to the proper prosecution of the war 
cusis rather | have no doubt, but that it is necessary to the prosecution 
follow thy »of the peace I have every doubt. That the N.H. Scheme is 
ed and ol but another “ Service scheme 7 2 have no doubt either ; the 
t . Junkes experience I have had reading orders in the Service gives me 

a clear view of the mailed fist inside the velvet glove. No 

sanctimonious blessing over the profession by’ a Minister of 
urt is mod Health can make me give way with a pious hope that things 
ly discusseq | Will turn out for the better. Hence, as what little I have 
more lethas one in uniform has been a part of a fight for freedom, 
res, *,0 I hope that when I don a “civvy” suit again I shall not 
eon shoul fave to join jn another fight for the freedom of the profession. 
etic he My service“has at least taught me the value of that freedom, 
i that mog 2nd for myself I demand in any Siate scheme: (1) freedom 
ompetent (0 treat my patient in the manner I think best, with the full 
» the patien resources of medicine at my command, without the introduction 
t's need for between of any third party whatsoever ; (2) freedom to criticize 
. but som that scheme in any way I like; (3) freedom to practise where 
by a smal)! wish and to choose any branch of study I wish ; (4) that 
not a sed neither my conduct nor my treatment in the practice of medicine 
| is anything ™2Y be officially censured or criticized except by a properly 

elected council of my peers. 
e old bop The main attraction of a doctor's life is its individuality 
1 cannot e| 40d acceptance of personal responsibility. One’s conscience is 
; are cari) one’s guide, the tradition of the profession one’s light, and 
oved except the judgment of colleagues one’s best corrective. In a State 
method, by service one’s conscience is replaced by instructio#s, tradition 
ce into te *Y the Service discipline ; and the judgment of _ others and 
, the syring one’s advancement depend on one’s capacity for treading 
vals as they delicately between forms. 

. Let me, finally, congratulate the B.M.A. on its statesmanlike 
ental ext. handling of this terrible problem, never having lost its temper, 
when I have lost mine so many times. Because I have presumed 


| L- 
ss to criticize, I must ask you to respect my anonymity. Can 
wou there be any worse comment on a State service than that 


those who praise may- publish over their names, those who 
“eee may not?—I am, etc., 
“ UNDER THIRTY.” 
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Chemically Induced Resuscitation 











weal " .| §iR,—The recent literature that has passed through the various 

he duration columns of the Journal on the subject of artificial respiration 

nt prompts me to write on matters relating to this, which | 

toe propose to call as a title “Artificial Respiration versus 
pe Chemically Induced Resuscitation.” 

pe | It has been my experience, and probably the experience of 

1 onl a number of my colleagues, that ceaseless efforts at any type 





of artificial respiration, whether it be Schifer’s, Silvester’s, or 











. d, as other} =¥°'S, have failed to resuscitate in the various forms of asphyxia, 
a my especially those of poisoning. If it has not failed to resuscitate, 
ion tells the time taken to produce the respiratory mechanism to function 
. is considerably long, tedious, and anxious. In the group of 
." poisons I should Ike those of the anaesthesias, inhalation or 
° th : basal, to come first, as they are usually the most commonly 
po aa met with ; next in order are the orally ingested poisons, or 
lcatll those admin'stered by a syringe—e.g., morphine, etc,—and, 
, lastly, the carbonic acid type of asphyxia. 
*h, I have no hesitation in stating that the following method 





will produce function of the respiratory mechanism within five 
44 Minutes in an apparently dead patient, and save not only anxiety 
gf Dut ceaseless exertion, and probably failure of resuscitation by 
athe ordinary methods. 

The method I have adopted and found so effective is this: 
atropine sulph. 1/50 gr. hypodermically immediately on cessa- 






or the 
. can be 
it he 
ere 








tion of respiration, or, if not in an operation theatre, immedi- 
ately on contacting the patient. Next an intravenous injection 
of one of the cardio-respiratory stimulanis—I prefer anacardone 
(nikethamidum)—2 c.cm. is given within half a minute. As 
a.rule this is usually sufficient in a moderately asphyxiated 
patient. In one who is more deeply asphyxiated another 2 c.cm. 
anacardone is given intramuscularly in the left pectoral region 
or deltoid after an interval of 3 minutes, and a further injection 
of atropine sulph. 1/100 gr. 5 minutes after the first injection. 
Friction over the precordial region with the hand should be 
done by an attendant. If there is any possibility of resuscitation 
at all this method produces it, and if done wjthin 5 minutes 
of asphyxia taking place. 

The most dramatic case I can recall was one of morphine 
poisoning, suicidal, where artificial respiration for 20 minutes 
failed to produce any effect. Within 5 minutes of the method 
described a long-drawn breath was taken, and breathing was 
thereafter maintained. The patient, from a completely comatose 
state, became semi-conscious almost immediately; and was able 
to get up and walk about, assisted, of course, and completely 
conscious within the hour. 

I think it would be quite logical to presume that the asphyxias 
of drowning, electric shocks, and poisonous bites would also 
react to this method, It should be worth a trial. In conclusion 
I should like to state that only the healthy individual has been 
considered as the subject for such treatment. It is doubtful 
whether one suffering from a toxaemia would recover.— 
I am, etc., 


London, S.W.16. A. H. BarTLey. 


A Question of Priority 

Siz,—In the interests of independent British scientific research 
and truth, I suggest that the following facts should be neither 
overlooked nor suppressed. During my researches in bacterio- 
logy I have had the good fortune to add to our knowledge 
in some branches, but more particularly by my discovery of 
the “vitamin” in 1910, which I named “the essential sub- 
stance,” and by my discovery of the “ bacteriophage,” which 
I named the “ bacteriolytic agent.” The source .of this first 
vitamin—now frequently called vitamin K—was described in 
a paper read before the Royal Society, Nov. 17, 1910, and 
published in the Proceedings, section B, 83. It is given also 
in extended detail in the Proceedings, section B, 1912, 84, and 
ia the Centralblatt fiir Bakteriologie, 1914, 73. This research 
received no Government support. 

My first description of the “ bacteriophage,” which I named 
the “bacteriolytic agent,” was given in the Lancet, Dec. 4, 
1915; and later in more detail in the Annales de l'Institut 
Pasteur, Nov., 1931, 47 (on the .invitation of Drs. Roux and 
Calmette), in the Journal of Hygiene, July, 1936, and in other 
papers; but again the research received no Government 
support. I submit that this indicates a bad national policy. 

I may add that the financial resources of the Brown Institu- 
tion are small, and that since 1936 I have received practically 
no financial support to enable me to complete my extensive 
research on viruses, and I have had no colleagues in. the 


laboratories to give any assistance.—I am, etc., 


Camberley, Surrey. F. W. Tworrt. 


Relief and Reconstruction in Europe 


Sir,—Your leading article on relief and reconstruction in 
Europe (Oct. 28, p. 566) clearly shows the grim urgency of 
the needs of the peoples of Europe. The immensity of the 
problem calls for a most determined effort by the peoples 
of the United Nations, and in particular by the British and 
American, to meet this unprecedented disaster. 

Although your references to Italy's plight are, in the given 
space, comprehensive and sympathetic, I do not think your 
reference to the Government “without power or popular 
support” is either exact or helpful. The present Italian 
Government ‘is, in fact, a Government of national union, and 
has the full support of the six political parties of the National 
Front, from the right to the extreme left. Its vitality has been 


recognized by Mr. Churchill and President Roosevelt, and 
increasing powers are being granted to it, even if too slowly, 
to my mind. As doctors we are not satisfied with recognizing 
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that somebody is ill: it is important to diagnose also if the 
patient is getting better or is getting worse. In spite of 
inevitable crisis and setbacks I think our- prognosis about 
Italian democracy should be a favourable one.—I am, etc., 

E. MONTUSCHI. 





Queen Mary’s Hospital, Sidcup. 


Princess Tsahai Memorial Fund 

Sir,—It was the generous ambition of the Princess Tsahai 
of Ethiopia to build a hospital in the capital city of her 
country which would include provision for sick children not 
hitherto available in any Ethiopian hospital, and would be a 
teaching institution where her young compatriots with a voca- 
tion for hospital service could obtain the necessary training. 
Her father, the Emperor Haile Selassie, had created a trust 
for her, represented by a holding of £13,704 in British War 
Loan. In the summer of 1942, returning on what was then 
a perilous journey to her country, the Princess signified her 
desire that in_ the event of her death this trust fund might be 
used towards founding a hospital in Addis Ababa. The 
lamented death of the Princess occurring soon after her return 
to Ethiopia, the above trust reverted to the Emperor. His 
Imperial Majesty, in accordance with the Princess’s known 
desire, has most generously placed the whole amount at the 
disposal of the National Provincial Bank Limited, Overseas 
Branch, 1, Princes Street, London, E.C.2, for the use of the 
Princess Tsahai Memorial Council, as and when it can be 
suitably employed in the hospital project. 

The Council most gratefully acknowledges, with warm thanks 
to the Emperor, this generous gift. £3,000 of the benefaction 
has already been remitted to Addis Ababa to roof the hospital 
building, and work is proceeding. A further considerable sum 
is required to equip and endow the hospital, which com- 
memorates the initiative of the young Princess, whose devoted 
service in British hospitals is gratefully remembered, and which 
will be a helpful tribute of friendship from this country to 
a loyal and sorely tried ally. Three wards in the hospital 
will commemorate the service of gallant British friends. The 
General Orde Wingate Ward is to be endowed in the name 
of the soldier who led the Emperor Haile Selassie’s army to 
victory in 1940. The John Melly Ward will commemorate the 
doctor who raised and led the British Ambulance Service in 
Ethiopia when the Italian invasion began in 1935. The Davies 
Ward will bear the name of the late chairman of the Memorial 
Council. 

I shall be glad to acknowledge both donations and annual 
subscriptions to the Princess Tsahai Memorial Hospital, 
addressed to me, c/o Messrs. H. Reynold and Co., Honorary 
Chartered Accountants to the’ Fund, 1, Bloomsbury Square, 
High Holborn, London, W.C.1.—I am, etc., 

HORDER, 


Hon. Treasurer, Princess Tsahai 
Memorial Hospital Fund. 








Universities and Colleges 








UNIVERSITY OF EDINBURGH 


A gift of £70,000 has been made to the University of Edinburgh by 
Sir Robert McVitie Grant to found a Chair of Dermatology. This 
is. the first professorship of its kind to be established in Britain, 
and the development is regarded by the University Court as an 
encouraging and significant one, in view of the increasing attention 
now paid to the study of diseases of the skin. The donor is chair- 
man and managing director of McVitie and Price, Ltd. His father, 
the late Sir Alexander Grant, made benefactions to Edinburgh 
University for general purposes and in connexion with the Chair of 
Geology. 
UNIVERSITY OF LIVERPOOL 

Miss Florence Horsbrugh, Parliamentary Secretary to the Ministry 
of Health, opened on Oct. 27 the new Department of Child Health 
which has been established by the University in conjunction with 
the Liverpool City Council and the voluntary hospitals on Mersey- 
side. The aim of the department, under the direction of Prof. N. B. 
Capon, the first holder of the chair, is to teach child health to 
medical students and graduates and to undertake research into the 
problems connected with child welfare and health. The new depart- 
ment embraces special wings at the Alder Hey and the Royal Liver- 
pool Children’s Hospitals. Congratulating those concerned on “ the 


a> Ske 
grand alliance " that had been formed between the Corporation, 
University, and the voluntary hospitals, Miss Horsbrugh said it ue 
an encouraging feature that in a time of war, destruction, ang sulle 
ing they were opening a new department which would combine 
welfare services in order to give the next generation a better chai 
and build up healthy children and healthy citizens. She hoped a 
the scheme was the beginning of a partnership which Would leag 
the country. 


ROYAL COLLEGE OF OBSTETRICIANS AND f 


GYNAECOLOGISTS 


A quarterly meeting of the Council was held on Oct. 28 
President, Mr. Eardley Holland, in the chair. : 
The following were admitted: To the Fellowship: Leonard Cok. 
brook, L. G. Parsons. To the Membership: J. N. I. Emblin, J P 
Erskine, Agnes M. Stewart, Elsie M. Terry, Irene M. Titcom 
In absentia, A. H. Maclennan, R.C.A.M.C. 
The following have satisfied the examiners and have been a 


the Diploma of the College: S. J. Barr, E. K. Blackburn, D, y 


Briggs, Maud Lovett Buchanan, Alison Clarke, J 
Davidson, A. S. Esslemont, P. K. Holding, J. K. Irving, R. J. Met 
Jamieson, D. L..H. Jones, M. Lipsitz, P. A. T.‘Lowden, J. M.: 

B. D. Patel, Jean A. Robertson, Margaret O. Thorpe, R. A. x 
Wiener, Ruth M. H. Winter. j 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the final examinations, hay’ 
been admitted L.R.C.P.Ed., L.R.C.S.Ed., L.R.F.P.&8 Glas. : 


J. E. Bossman, Enid W. Brett, J. Y. Brown, A. L. Buchanan, J. §. G. Clatk, 
W. H. Dempster, T. W. Duff, R. J. Frame, James Gemmell, Phillip Har 
J. D. Hope, B. D. Jacobson, L. Jaffe, I. S. Lechier, J. 

Paterson, M. R. Pitts, M. M. Salzmann, E. Shenken, H. Shilling, K. S. Stewan, 
Richard Thomas, J. S. Tugendreich, R. S. Walker, A. L. Walcott, 





With the}. 





N. Klein, M.D., a graduate of a recognized foreign University, was ap 
admitted a Licentiate. 
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ERNEST WILLIAM HEY GROVES, 
M.S., F.R.C.S. 


On Oct. 2, 1944, Ernest Hey Groves died at his home ii 
Clifton, Bristol, after a long and distressing illness, and 
passed away with him a great English surgeon. 

He was born at Coonoor on the Nilgiri Hills in India m 
June 20, 1872, the son of Edward Kennaway Groves, a citi 
engineer. When his father retired he settled in Bristol, bringin 
home with him his 3-year-old son. The boy had a will of bs 
own, for it is related that on the steamer, finding his 
too tight and pinching his feet, he took them off and 
them overboard. He went to school at Redland Hi 
House, Bristol. Thence he gained an entrance scholarship 
St. Bartholomew's Hospital, London, where he obtained 
B.Sc.Lond. in 1890, and qualified M.R.C.S., L.R.C.P. in 18% 
taking the M.B. in 1897 and the M.D. in 1900 kh 
held the post of resident accoucheur at Bart's 
Sir Francis Champneys before entering upon general p 
He went first as assistant in various parts of the country, 
then settled into practice on his own account at King 
Bristol. Here he performed many major surgical operat 
on private patients in his own house, where his wife assi 
in the theatre and nursed the patients. Mrs. Hey 
(née Frederica M. L. Anderson), whom he married in I 
had been a nurse at Bart’s, and his success in establishing 
reputation as an operating surgeon while in general pract 
in the outskirts of Bristol was in no small measure due t 
competent help and encouragement. When in 1903 a 
occurred on the surgical staff of the Bristol General 
Hey Groves was invited to become assistant surgeon, an 
unprecedented recognition of the surgical attainments of a 
But by this time Groves had attained high academic he 
having taken the B.S. degree with honours in 1904, the 
with gold medal in 1905, and the F.R.C.S. in 1905—a 
able record for a man engaged in busy practice. The jud 
of the election committee of the Bristol General Hospital 
amply justified by his previous record, and still more 8 
his subsequent performance. Before long he had tured 
attention to bone surgery and became one of the pic 
in bone-grafting. His judgment was sound, his tec 
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admirable. No one could be bolder when boldness was 
required, yet he could be as cautiously conservative as anyone 
upon occasion. In the war of 1914-18 he took a commission 
in the R.A.M.C.(T.), and went to Egypt in charge of the surgical 
division of a general hospital during 1915-16. On returning to 
England he was attached as surgeon to the Beaufort War 
Hospital, Bristol. His friendship with and admiration for 


# sir Robert Jones were cemented by their common interest 


in orthopaedic surgery. It was in orthopaedic surgery that his 
reputation became world-wide, and when the B.M.A. met in 
‘Bath in 1925 he was president of the Orthopaedic Section. In 1933 
he travelled to Australia for the B.M.A. Meeting, where he was 
again president of the Orthopaedic Section, and was honoured 
by being made a Fellow of the Royal Australasian College of 
Surgeons. In 1928-9 he was president of the British Orthopaedic 
Association. At the Royal College of Surgeons of England he 
achieved notable recognition. He was Hunterian Professor in 
1914, Jacksonian Pr.zeman in 1917, Arris and Gale Lecturer in 
1917, Bradshaw Lecturer in 1926, and Hunterian Orator in 1930. 
He was a member of Council for 23 years, and became a Vice- 
President of the College. 

Perhaps one of his greatest triumphs was the making of 
the British Journal of Surgery. The germ of the idea in 1913 
was his, though it was fostered from the beginning by the 
late Lord Moynihan. Here is an appreciation of his work 
as Editorial Secretary of the Journal from a former member 


of the publishing staff: 


“It was my good fortune to act as secretary to Mr. Hey Groves 
for nearly 25 years in his work with the British Journal of Surgery. 
An editor’s task is not an enviable one, but it would have been hard 
to find anyone more energetic and understanding as the editor of 
that journal which he founded in 1913, and which owes its present 
high position in the surgical world very largely to his industry and 
far-sighted policy. His kindly criticism of articles sent in for publi- 
cation, his helpful letters to young surgeons submitting perhaps for 
the -first time articles regarding the arrangement of which they 
were rather dubious, his advice about illustrative values, were all 
typical of his sincere resolve to maintain in surgical journalism the 
very highest standard. He was ever on the watch for articles deal- 
ing with ‘everyday’ surgery, and long tedious tables of statistics 
did not greatly impress him. His search for critical reviews of such 
subjects as tumours of the lung, surgery of the sympathetic nervous 
system, etc., brought in articles which have since been invaluable to 
research workers. He looked forward eagerly to the monthly meet- 
ings of the Editorial Committee which were held in the Examiners 
Room of the Royal College of Surgeons (the very room in which 
the idea of the B.J.S. was born), his mind ever ready to answer 
any question ‘ arising out of the minutes’ or to accept suggestions 
for the betterment of the Journal. The presentation to him in 
October, 1933, of a beaten silver salver (the work of Omar Ramsden) 
was a symbol of the gratitude and affection which the Editorial 
Committee and subscribers felt for him, and he prized both the 
gift and the spirit behind the gift very highly. Lord Moynihan, 
in making the gift, said, ‘This presentation is made to you on 
behalf of a number of subscribers to the British Journal of Surgery 
in recognition of your invaluable services during twenty years as 
Editorial Secretary. We offer you this salver and cheque as a 
tribute to your efficiency and devotion. You were one of those in 
whose mind was conceived the idea of founding in this country a 
journal worthy of the contributions to the art and science of 
surgery which England and the British Empire were making. 
Difficulties were many, and opposition and indifference were found 
in high places. . . . In earliest days and throughout twenty years, 
with the exception of one year when you served in the Army over- 
seas, our activities centred round you. All our plans, all our 
ambitions, all our efforts, found in you a most willing, most com- 
petent, and tireless worker. Your industry, your wise judgment, 
your enthusiasm and unwearying tact, have been of value beyond 
reckoning in maintaining year after year our corporate efforts. . 
To-day and by our simple gift we seek with cur affection to assure 
you of our cordial recognition of your invaluable help.’ ” 


In Bristol Groves was professor of surgery for ten years, 
from 1922 to 1932, and his work was recognized by the 
University when the degree D.Sc. honoris causa was conferred 
upon him at the centenary of the Bristol Medical School in 
1933. Belfast, too, made him an honorary LL.D., and the 
National University of Ireland an honorary D.Sc. When he 
first became professor he started clinical rounds in alternate 
Weeks at the Hospital and the Infirmary, for he found the two 
institutions in something like opposition and rivalry, with the 
Infirmary students knowing nothing of the Hospital, and vice 
versa. But beyond these public endeavours to promote 


harmony and co-operation one who worked with him for 
18 years writes: 


“ Possibly I know of some of his generous actions that few others 
are aware of. At least two successful medical men were enabled 
to complete their medical studies which otherwise they would, owing 
to financial difficulties, have had to abandon. He found out about 
their circumstances and paid the rest of their fees. Incidents he 
used to tell me about his own student days help to show the tenacity 
of purpose he had. He won a scholarship for Bart’s, and was sent 
to London to live with an uncle who resided at the far end of 
Hampstead. His uncle kept him, but did not allow him any pocket 
money. He had no money from home, and so he used to get hold 
of an odd arm or leg from the dissecting room and smuggle it 
back to Hampstead, and in the basement, by the light of candles, 
give grinds to younger students for a few shillings, but often he 
said there was a *‘ free’ list for these grinds as well. Someone had 
to hold the door, for if they had.been found out they would have 
been sunk. Another incident was when a London: surgeon asked 
him if he had ever seen London in the dawn, or before dawn broke 
Mr. Groves said, ‘I know the dawn in London as well as any sur- 
geon you could name, I expect.’ He said he was a devotee of 
Gladstone, and when he could he used to get into the House of 
Commons and listen all night to the Home Rule Bill debates, then 
walk back to Hampstead at 4 a.m., because, of course, there was no 
transport available at this time and he had no money for cabs 
He said he did this many times. I cannot think of many modern 
students who would walk 4 to 5 miles in the chill of dawn to hear 
even Winston Churchill.” 


He was a prolific writer in the journals, and had published 
his well-known Synopsis of Surgery, Surgical Operations for 
Students and Nurses, Fractures, and with Fortescue-Brickdale 
A Textbook for Nurses. His recreations were golf, swimming, 
motoring, and travel. How he loved travel, and what a 
companion he was! Not the least of the attractions for him 
was the Moynihan Chirurgical Club. He called his travels 
“a busman’s holiday,” but it was not only to study surgery 
and surgeons in new places that he loved travelling. The 
novelty of other towns and other lands enthralled him. He 
was a dependable colleague, a cheery and delightful travelling 
companion, and a grand friend. To his widow, who survives 
him, we offer our deep sympathy. Requiescat in pace. 

J.A.N. 


Dr. CHARLES J. TRIMBLE, C.B., C.M.G., one of the best-known 
medical men in the Preston area, died on Oct. 8 at the age 
of 88. For very many years he had been a notable figure in 
general practice, and to the older generation of Preston people 
he was the well-beloved and trusted physician. On his retire- 
ment from general practice he had devoted his extraordinary 
energies to administrative work, so that the younger generation 
of doctors knew him as an M.O.H., always ready with help and 
guidance, cheerfully given. Ever careful of the clinical free- 
dom of the practitioner, he enjoyed the trust and co-operation 
of every doctor in the neighbourhood. His interests were many 
and varied. His work in connexion with the Order of St. John 
of Jerusalem, of which he was a Knight of Grace, was nationally 
recognized, and his lifelong association with the Territorials had 
won for him the richly deserved honour of Honorary Colonel of 
the 88th Field Brigade, R.A. During the last war (he was 59 
years of age in 1914) he served with distinction as O.C. of a 
base hospital in France, and “was mentioned in dispatches for 
bravery and administrative ability on three occasions; and at 
the conclusion of hostilities he received the honour of the 
C.M.G. For his services in the Boer War he’ was created C.B. 
For many years he served as a Justice of the Peace, was a 
Deputy Lieutenant for Lancashire, served on the county coun- 
cil, and was a freemason of 50 years’ standing. D. J. D. writes: 
Of Irish birth, Dr. Trimble was a most charming personality. 
He loved life, enjoyed the company of his fellows, and children 
adored him. He was most generous and was always anxious 
and willing to serve all who sought his aid. I was privileged 
to attend him during his last illness ; he was ever grateful for 
any service given, and his interest in things medical remained 
acute even in the last month. The final chapter of his life 
presented a vivid, unforgettable picture. The unstinted devotion 
and kindly care of his daughter, who had been his lifelong 
companion ; the constant, unswerving attention of his successor 
as. M.O.H., the loyalty of the officials who had served him in 
the past ; and, perhaps above all, the generous, welcoming smile 
and kindly handshake of a courteous and gallant gentleman. 
F. H. writes: The death of Col. Charles J. Trimble in his 
eighty-ninth year closes a life of activities which in their variety 
can seldom have been equalled by a member of the medical 
profession. In a career of such merit and of unusual extent 
it would be difficult to say which’ field of work was his 
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predominant interest. He served on all the medical committees 
of the Lancashire County Council, and through his wide know- 
ledge of human relations rendered most valuable service. 
Perhaps the tuberculosis service, which developed mainly under 
his chairmanship, may be considered a fitting memorial to his 
public work. To all his undertakings he brought to bear a 
keen and powerful intellect, and by his enthusiasm and 
unsparing efforts ensured their success. Many high honours 
were conferred upon him, and during the last war he was 
awarded the gold life-saving medal of the Order of St. John 
in recognition of brave conduct and leadership during a 
period of great stress for the unit he commanded. By his friends 
and colleagues he will be remembered for his loyalties, for 
his cheerful and generous nature, and for his gift of kindly 
humour. Family doctor, medical officer of health, soldier, and 
administrator, in all these capacities he excelled, and his life 
is a fine example of devotion to duty and a record of noble 
service to his fellow-man. 


C. E. V. R. writes: Dr. ALFRED CoLes of Bournemouth will 
be remembered by his fellow-practitioners as a distinguished 
physician of the old Edinburgh school, who had a special 
aptitude for clinical pathology and haematology. To bacterio- 
logists the name Coles will be familiar from his writings on 
optics, critical microscopy, psittacosis, blood parasites of man 
and animals, and in particular his lifelong efforts to demonstrate 
the value of the ordinary microscope for the study of virus 
elementary bodies. Coles was a genuine enthusiast, and, in 
company with Mrs. Coles, devoted most of the leisure hours 
of his retirement from practice to the hobby of microscopy. 
As a free-lance research worker he led an ideal existence ; he 
cultivated the friendship of those he admired, and possessed 
an indefatigable desire for investigating the aetiology of infec- 
tive diseases of unknown origin, sustained by his unbounded 
zeal for the study of microscopical objects of minute size. He 
performed his researches at his own expense and sought neither 
financial reward nor other advantage from anybody, but derived 
much amusement as a critical spectator from observing the 
efforts of others. Coles said and wrote what he believed to be 
correct ; he made many interesting original observations in the 
field of microbiology and (like all true pioneers) made many 
pardonable mistakes. He was also a great authority on bird 
life and, with Mrs. Coles, spent many hours observing the 
migtatory habits of these creatures on the South Coast shores. 
The death of Dr. Coles removes from our ranks a unique 
character, free and independent, a great doctor, and a born 
student of biology, to the knowledge of which he has made 
lasting contributions. 
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Legislation on N.H.S. 


Mr. WiLtink was asked on Nov. 2 by Sir Leonarp LYLE 
what progress was being made in his discussions with the 
medical profession about the establishment of a National 
Health Service; and by what date he anticipated that he 
would be in a position to evolve definite legislative proposals 
for submission to Parliament. Mr. WiLLink replied that since 
he had stated the position to Dr. Howitt on July 13 the 
Representative Meeting of the British Medical Association had 
been arranged for early next month. Meanwhile, the Council 
of the Association had agreed to his suggestion that they should 
send representatives to elucidate points in their own draft 
statement of policy. Useful discussions for this purpose had 
taken, and were taking, place. He was not yet in a position 
to say when legislation would be introduced. He did not 
propose to cajole or compel the medical profession to join 
the -Civil Service, or in any other direction. 


Medical Work of UNRRA 


UNRRA have appointed a medical liaison officer for each 
of the countries in which they expect to function. It will be 
the duty of these liaison officers to assess the need for further 
medical personnel. It is expected that the chief need of 
UNRRA for doctors will be for work with the displaced per- 
sons section of the administration. Apart from work with 
this section, it is thought that doctors who entered this country 
as refugees will best be able to assist by serving in the health 
organizations of their own countries rather than in UNRRA 
itself. Mr. RicHarD Law gave this reply on Nov. |. He said 
refugee Jewish doctors would be able to return to their own 
countries other than Germany. 


Health in “ Blitzed” Areas of Southern England 


In a debate on Oct. 27 about repair of war-damaged he 
in London and South-East England Mr. ROBERTSON said ther 
was between repairs and disease. Tuberculosis was increasing jg 
Streatham, his division. Chemists could hardly deal with 
prescriptions which poured in. People were living with 
tinual draughts through the rooms or were living in one 
able room, with the furniture from upstairs piled into the 
other. Dr. Haven Guest asked whether the health sj 
was being carefully watched. During the last war, when housing 
conditions were better, a world-wide epidemic of influenza 
ares mp was nig the +. unfortunate thing which 

appen. ere was danger of some new plague from 
of the devastated homes. is the ming 

Mr. WILLINK said that in the London region the total low 
of houses was 109,000, and on Sept. 22 800,000 houses 
repair to make them reasonably comfortable. This did not 
include houses where a “ field dressing” had sufficed or 
where the damage was too serious to be tackled this winte 
Mr. Willink did not allude to the dangers to health. . 


Medical Examination on Demobilization 


On Oct. 31 Mr. PARKER asked the Secretary of State fo, 
War whether arrangements could be made for a thorough 
medical and dental examination of all men and women on 
demobilization from the Army. Sir James Grica: Yes, Sir 
Such arrangements will be instituted when the release ' 
is brought into operation. It was later stated that similar 


arrangements would be made for the Navy and R.A.F, 


Antitetanus Serum 


On Oct. 31 Mr. A. Epwarps asked the Minister of Health 
to what extent hospital staffs were obliged to inject ani 
tetanus serum in all cases of accident, except where the patient 
refused to permit this ; whether he was aware that the serum 
occasionally had disastrous effects, as at the Norfolk and 
Norwich hospital recently, where a patient died from ana 
phylactic shock caused by an, administration of the serum: 
and whether he would intimate to those hospitals with which 
his Ministry had any connexion that it was inadvisable to 
make the administration of antitetanus serum a routine matter. 
Mr. WILLINK said that so far as air-raid casualties and othe 
cases falling within the Emergency Hospital Scheme were con- 
cerned, hospitals were instructed that tetanus antitoxin in th 
doses prescribed in the instructions must be injected in all case 
of injury. He was advised, on information supplied by the 
Medical Research Council, that the danger of anaphylaxis was 
very small, and he was not prepared to advise hospitals in the 
sense suggested in the last part of the question. The only cases 
of tetanus among air-raid casualties reported to his medical 
officers had occurred where no antitoxin had been given o 
where the instructions had not been fully observed. 


Tuberculosis in the Services 


On Nov. 2 Mr. James GRIFFITHS asked how many person 
graded Al on admission to the Forces had been refused per 
sions on the ground that their disability—tuberculosis—was not 
due to their service. Sir WALTER WoOMERSLEY regretted tha 
the records did not enable him to give the figures asked. Th 
large majority of cases of tuberculosis were accepted as du 
to service. Each application was considered in the light d 
the available evidence, including the member’s medical histoy 
and the conditions of his service. Among the cases rejected 
it was not uncommon to find that, whereas the member @ 
entry was graded I on clinical examination, he was subsequently 
found, by mass radiography, to be suffering from a quiestemt 
lesion and to have been discharged to prevent the possibility d 
reactivation. 


Committee on Artificial Limbs—Sir Watter Wom 
announced on Nov. 2 the appointment of a committee to considt 
the design, development, and use of artificial limbs and of appliang 
connected therewith, under the chairmanship of Sir Brunel Cohes; 
the medical members are: Dr. A. A. Atkinson, Prof. T. F 
McMurray, Mr. G. Perkins, and Prof. H. J. Seddon. 


Casualties among Doctors—On Oct. 31 Dr. Howrrr asked 
Secretaries of State for Air, for War. and the First Lord of 
Admiralty the number of casualties among doctors serving mM 
Navy, the Army, and the R.A.F. during the war up to the 
time. The reply in each case was that it would not be in the 
interest to give the information asked for. 


Notes in Brief 


Sir James Grieg said the present reouirement that artistes ¥ 
wished to entertain the Services abroad must be vaccinated # 
inoculated was one which must be maintained. 
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Lord Moran and Prof. G. W. Pickering will speak on pre-medical 
education at a meeting, to which members of the B.M.A. are invited, 
of the London and Home Counties Branch of the Science Masters 
Association to be held at Mercers’ School, Holborn, on Nov. 11, 


at 2.30 p.m. 

The speakers at the second annual general meeting of the Research 
Board for the Correlation of Medical Science and Physical Educa- 
tion, which will be held at the Royal Institution, 21, Albemarle 
Street, W.1, on Nov. 15, at 3 p.m., will be the Minister of Health, 
Sir Alfred Webb-Johnson, and Brigadier F. A. E. Crew. The chair 
will be taken by Brig. F. D. Howitt, and the business will include 
an interim report by the board on “ Medical Science and Physical 
Education and their Relation to Maternity and Child Welfare, 
Education and Recreation, and the Services.” 


Two meetings of the British Institute of Radiology will be held 
this month at the Reid-Knox Hall, 32, Welbeck Street, W.1. On 
Nov. 16, at 8 p.m., an ordinary meeting will be followed by a 
symposium on “ Physical, Biochemical and Therapeutic Aspects of 
Volume Dose,” at which one of the speakers will be Dr. F. Ellis. 
The following day there will be a meeting of medical members 
at 5 p.m. * 

A meeting of the Clinical Society of the Royal Eye Hospital will 
be held at the hospital, St. George’s Circus, Southwark, S.E., on 
Friday, Nov. 24, at 5 p.m., when a talk will be given on “ Foreign 
Service Experiences”’ by Major A. J. Cameron, Dr. T. Rowland 
Hill, and Major J. O. Oliver. 


At an open meeting of the Scottish Eastern Association of the 
Medical Women’s Federation on Friday, Nov. 24, at 8.15 p.m., in 
the B.M.A. Scottish House, 7, Drumsheugh Gardens, Edinburgh, 
Sir John Boyd Orr will give an address on “ The Health of Mother 
and Child.”’ Practitioners and senior medical students are cordially 
invited to attend. 


Mr. R. Ogier Ward has been appointed surgeon to St. Peter's 
Hospital. 


The Aylesbury office of the Lancet has now been closed, and all 
communications should be addressed to the London office, 7, Adam 
Street, Adelphi, W.C.2 (telephone, Temple Bar 7228). 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales during the week measles notifications 
went up by 691, and those for scarlet fever by 24. The inci- 
dence of these diseases has risen continuously during the past 
two months. Whooping-cough, dysentery, and diphtheria also 
were more prevalent than last week, the mcreases being respec- 
tively 73, 33, and 13. 

There were 355 more cases of measles in Lancashire last 
week, and 68 more in Cheshire. The increase in measles notifi- 
cations has been more rapid in Lancashire than elsewhere in the 
country : during August 22% of the total cases were notified in 
this county, while in the past four weeks the percentage was 
37; the largest returns were from Liverpool C.B. 258, Man- 
chester C.B. 232, St. Helens C.B. 110—i.e., these three towns 
notified almost one-sixth of the total cases in the whole of 
England and Wales. Although the incidence of scarlet fever 
rose, the only large local variation was a fall of 76 in Lanca- 


shire. London had 15 more cases of diphtheria than last week, 


and Lancashire 39; half the total cases in the latter county 
were recorded in Liverpool C.B., which, with 61 notifications, 
had over one-tenth of the total for the whole country. 

The rise in dysentery was due to an outbreak among 48 
persons in Yorks West Riding, Wortley R.D. The other prin- 
cipal centres of infection were London 57, Lancashire 50, Surrey 
38, Essex 28, Middlesex 26, Glamorganshire 26, Gloucester- 


shire 16, Northamptonshire 12. 


In Scotland the incidence of infectious diseases remained 
practically constant. The only local variation of note was an 
increase of 16 in the cases of diphtheria reported from Glasgow. 

In Eire notifications of diphtheria rose sharply from 110 to 
153; the disease is widespread, involving fifty-five areas. 

In Northern Ireland a fall of 46 was recorded in the notifica- 


tions of scarlet fever. 


Week Ending October 28 
The notifications of infectious diseases in England and Wales 


during the week included : scarlet fever 2,288, whooping-cough 


1061, diphtheria 554, measles 4,442, acute pneumonia 538, 


cerebrospinal fever 47, dysentery 362, paratyphoid 14, typhoid 
9, acute poliomyelitis 14. 


EPIDEMIOLOGY SECTION 


No. 42 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 21. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) —— and Wales (London included). (b) 
London (administrative county). (c) land. (d) Bire. (ce) Northern Ireland. 

Figures of Births and Deaths, and of Deaths tecur ded under euch infectious disease, 
are for :- (a) The 126 great towns in nd and Wales (includiny London). 
(b) London (administrative county). (c) 16 principal towns in Scotland. ( 
The 13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no reiurn available. 
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* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Includes primary form for Bagland and Wales, London (administrative 
county), and Northern Ireland. 

¢ Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and movements of population, birth 


other 
and death rates for Northern Ireland are no longer available. 
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All communications with regard to editorial business should be addressed to THE 
EDITOR, British Mepicat Journat, B.M.A. House, Tavistock Square, 
Lonpon, W.C.1. TeLepHone: EUSTON 2111. TeLecrams: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TeLecRams: Articulate Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TeLecrams: Medisecra Westcent, 
London. 

8.M.A, SCOTTISH OPFICE: 


ANY QUESTIONS? 


- Tourniquets 


7, Drumsheugh Gardens, Edinburgh 


Q.—iIn two fairly recent first-aid manuals the old direction that 
rourniquets should be relaxed every 15 minutes is repeated. The 
disadvantages, difficulties, and even dangers of this procedure in 
first-aid work are obvious. Both the manuals are otherwise excel- 
lent and I recommend them confidently to my classes. To which 
system—circulatory, peripheral, or central nervous—is the danger of 
allowing much longer intervals to elapse supposed to be due, and 
is there any evidence in support of the manual’s direction ? 


A.—There is experimental proof (by Blalock and others) and 
clinical confirmation for the view that prolonged continuous applica- 
tion of a constricting tourniquet to a seriously injured limb greatly 
lessens the chance of survival not only of the affected limb but 
even of the very life of the subject of the injury. When applied 
for more than a short time the tourniquet produces an ischaemia 
which damages the tissues, and particularly the lining endothelium of 
the small capillaries, which on resumption of the circulation allow 
the fluid part of the blood to transude into the tissue spaces and 
thereby deplete the circulation and increase shock. There is also 
some evidence that toxic metabolites are formed in ischaemic tissues, 
and that these are later swept into the general circulation and do 
harm. It is good policy to do without a tourniquet when possible, 
and to apply it for the shortest time compatible with safety when 
it must be used. In a normal limb a tourniquet can usually be left 
on for thirty or forty minutes without any harm accruing—e.g., 
operations on the knee—but in dealing with a seriously damaged 
limb there is sound sense in permitting a temporary re-establishment 
of the circulation after a period of 15 minutes. This is not always 
possible and sometimes risks have to be taken, but the principle 
remains sound. 

Tuberculin Testing 


Q.—Would tuberculin testing of the general population, say, of a 
town of 60,000 persons yield any information that could be applied 
in the administrative control of tuberculosis ? 


A.—Tuberculosis testing of a selected community of, say, 60,000 
persons of the general population would indicate the incidence of 
the infection but would give no information as to the morbidity of 
the disease. If all the negative reactors were retested at four- or 
six-monthly intervals until they gave a positive result, it could lead, 
by intensive search, to the discovery of the infecting agents. Such 
case-finding methods have been used with success in the U.S.A. and 
are valuable in the control of the disease among children. Both in 
adults and in children the development of the primary lesion can 
be observed and any necessary treatment prescribed if the time of 
the conversion of the skin reaction is known. A tuberculosis skin- 
test survey would also enable special attention to be given to the 
negative reactors who were, or contemplated, working or living in 
contact with open cases of tuberculosis. 


Mixed Drinks and “ Hangovers ”’ 


Q.—Why is it that the “ mixing” of alcoholic drinks has more 
effect on an individual than if he sticks to one variety? Why do some 
drinks have worse after-effects than others, especially if mixed? 
What is the best treatment for a “‘ hangover’’? The last point does 
not seem to be dealt with very adequately in any literature, and is, 
! have found, of great importance when dealing with men who have 
to do a highly specialized job, sometimes after a “ hectic” party. 


A.—The first point to consider is whether the “ mixing” of 
alcoholic drinks of similar nature—e.g., different types of cocktails— 
has a more inebriating effect than an equal number of any one of 
them. Is the resulting exhilaration from a “ white lady,” a “ side- 
car,” and a dry Martini greater than three like volumes of any one 
of these, even the weakest of the three? Frankly 1 do not know, 
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—e.g., volatile oils—vary in their powers of accelerating of retard Q 

ing the absorption of alcohol from the stomach. | suspect that itd 

the case of spirituous liquors one drinks more by being tempted s subi 

different flavours. b A 
Presumably your correspondent is mainly interested j 

ful effect of “* mixing” beer or wine with spirits. hh. harm dep 
who used to know a lot about drinking before they became a as 
to their neighbours, were fond of quoting, “ Bier auf Wein das pte. hyp’ 
nicht sein: Wein auf Bier das rate ich Dir.” I believe ne 
that there were numerous variants to suit the taste of the individual _- 
bibber. That the greater degree of drunkenness cannot be explained | and 
simply on alcoholic content seems clear, and one is forced to assume 

that other constituents of wines, beer, and spirits must play their 
part, though probably in relation to the process of absorption rathe: 

than to a direct effect on the central nervous system. Before com. 

mitting ourselves to such a theory we ought to find out whether ij Q 

is really true that such “mixing” is harmful. I know of no} 

scientific approach to this age-old problem. This is strange in view A. 

of the fact that there would be no lack of volunteers! It is indic 
that the “ hangover" of “ mixed” drinks is worse than that of 9 | that 

bout of “ single-track’ drinking. Again, if this is so the nop § Nico 
alcoholic constituents of the drinks are probably responsible. Some } is be 
years ago Hurst attempted to demonstrate that liver damage followed | Apal 

a single bout of drunkenness, and that it caused the “ hangover” § in fit 
symptoms. The evidence was inconclusive. The probability is thy | that 
the symptoms are due to (1) the effect on the brain; (2) gastritis. § colct 
(3) hepatitis. I believe the first is the most important, for the gene: 
symptoms can be abolished with cocaine. This I do not adyise | vacci 
Every man has his own treatment for “ hangover.” My own, which | [ess | 
is no worse than many others, is: (1) A bottle of Vichy water, o 
substitute, before retiring. Obviously only the seasoned and ex- 
perienced toper will carry this out. (2) Half a pint of cold water 
containing a teaspoonful of sod. bicarb. stirred up in it, together 
with a tablespoonful of “Enos,” on rising. (3) A cold bath Q 
(4) Breakfast, no matter how revolting it may appear. (5) If the _ 
victim is not due to fly or drive a car, a small, dose of “ the hair — 
of the tail of the dog,” etc. Fernet Branca is the best “ hair.” = 
though thoroughly disgusting. Amphetamine sulphate 10 mg A- 
relieves fatigue in a certain proportion of post-alcoholic sufferers, | ust 
but depression later in the day usually cancels out the earlier benefit -_ 

Coronary Thrombosis — 

Radic 

Q.—A man aged 56 had, without apparent cause, a severe vomit- infor 
ing attack with substernal pain and pains in both arms. Coronary § also 
thrombosis suspected. The pains cleared completely in two days} descri 
with rest. A specialist reports E.C.G. normal, heart normal, BP. with 

normal (150/100), and no sign of disease. After several weeks’ free ¥ tion j 
dom pains have now returned, coming at intervals of several days} of th 
in scapular region, sternum, and arms. washi 

A.—An attack of substernal pain with pain in both arms makes | Yariot 
the diagnosis of coronary thrombosis most probable. An altema- | mm 
tive diagnosis would be hard to find. It is not unusual for abnormal | 80W- 
signs to be wanting at a subsequent examination, and even the electro later 
cardiogram may be normal. Such negative findings are in general likely 
favourable. As to the pains which have now returned, an important this v 
question would be, Are they produced or worsened by exertion? If } potas: 
so, it is angina of effort. If not, further rest in bed may be§ as P 
desirable. unwis 

Obesity in a Young Woman oe 

Q.—A young married woman aged about 24 years, about 5 ft. 4 in. } gested 
in height and over 14 st. in weight, told me that twelve months} for m 
previously she was under 11 st. Her breasts had become very} investi 
large, pendulous, and painful. I gave her instructions as to diét.§ speci 
and ordered her some thyroid extract. The improvement was slight 
and she tends to relapse. 

AA few more clinical details are really required to make the Q- 
diagnosis certain, but the patient is probably suffering from a com ° 
dition which seems to have become commoner of late, a combina appear 
tion of fat and fluid retention. The cause is not known, some tip. 
believing it to be hypothalamic and others nutritional. There is m0 denis 
definite evidence to relate it to any endocrine gland. Those patienis § ig oy, | 
who can “stay the course” are greatly benefited by a diet low @ ghense 
carbohydrate and fat and as high in protein as present circumstances any in 
allow. They should avoid salt and limit their fluid intake to two 
pints a day. Diuretics such as mersalyl, urea, and ammonium A— 
chloride are helpful. Thyroid is useful even in those patients nervou 
are not hypothyroid, as it helps fluid excretion. It should, ho defect 
be pushed to the limit of tolerance or it is almost useless. If — 

ul 





dose is increased very gradually at intervals of a fortnight or 
any signs of intolerance will be mild and will rapidly abate 
the drug is discontinued. Treatment may then be begun again 
a slightly smaller dose. If this regime is followed, most pati 
lose weight very satisfactorily, but many are unwilling to cut 
carbohydrates when there is no extra protein available. 
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Acne Rosacea 


—What is the basic cause of acne rosacea (brandy nose)? Is 
it due to the production and circulation of histamine or some other 
substance from a chronic gastritis ? 

ARosacea, or acne rosacea, has no single basic cause, but rather 
upon the summation of a number of different factors, includ- 

a seborrhoecic background, gastro-intestinal dysfunction with 

Jorhydria or sometimes hyperchlorhydria, and possibly the 

ion of histamine from the gastro-intestinal tract. Rosacea is 
also influenced by sex and age and by certain articles of food, of 
which tea, coffee, alcohol, and “ hot ” things are the most important ; 
and by fo-al infection of the teeth and tonsils. 





Drags and Fibrositis 


Q.—When rest and warmth relieve pain apparently due to neuritis, 
can cure be hastened by giving vitamin or other treatment ? 


A.—The presumption is that the term “ neuritis" is used here to 
indicate a painful affection of fibrositic origin. There is no evidence 
that rheumatic conditions of this kind are benefited by vitamins: 
Nicotinic acid has been used in the treatment of neuralgia, but this 
js because it is a vasodilator, not because of its action as a vitamin. 
Apart from pain-killers, such as aspirin, drugs are of little value 
in fibrositis. Iodine has been used in various forms on the grounds 
that it relieves chronic inflammation, and cinchophen (atophan) or 
colchicum is recommended if the blood uric acid is raised. Other 
general remedies include removal of septic foci and treatment with 
vaccines, protein shock, or bee venom. All these, however, are much 
less likely to give relief than appropriate local treatment. 


Farmer’s Lung 


Q.—A patient of mine is suffering from bronchiectasis. He has 
been employed for several years cutting hay into fine particles (chaff 
cutter). Has any similar experience been noted of bronchiectasis 
arising in a person in the same or similar work ? 


A.—There is a condition, apparently due to the inhalation of the 
dust of mouldy hay, which is well known to country dwellers and 
could properly be called “ farmer’s lung.” Dr. Richard Fawcitt of 
Ulverston has done much work on this subject, and if your 
correspondent will look up his paper in the British Journal of 
Radiology (June, 1938, 11) he will find a full account, including the 
information that bronchiectasis does occur in the later stages. See 
also W. N. Pickles, Public Health, October, 1944, for a short 
description. The early symptoms are gradually increasing dyspnoea 
with hard, irritating cough and clear, sticky sputum. If the condi- 
tion is present in the lungs a culture of the sputum, after exclusien 
of the patient from hay for some days and after repeated mouth- 
washing and gargling to prevent accidental contamination, will show 
various moulds, forms of aspergillus and mucor being the most 
common. Fawcitt describes the x-ray picture as presenting a soft 
snow-flake mottling, widely distributed throughout both lungs, and 
later evidence of a patchy fibrosis with small cavities. It seems 
likely that the lungs of the above patient have become affected in 
this way after years of exposure to the dust of hay. A course of 
potassium iodide must be tried, but it is obvious that the condition 
has progressed too far for a cure to be expected and it would be 
unwise for the patient to continue in the same work. As a preven- 
tive, some form of respirator should be used; probably a gauze 
mask worn ver mouth and nose wauld be sufficient. It is sug- 
gested that this patient's chest be x-rayed and the sputum examined 
for moulds. Dr. J. T. Duncan, Winchester College, Winchester, is 
investigating the mycology of this complaint and is anxious to have 
specimens of sputum. 


Dyspareunia 


_ Q—What treatment would you suggest for a young married woman 
who complains of dyspareunia? The hymen is intact and does not 
appear to be unduly tough; the hymenal aperture admits one finger- 
tip. She is rather highly strung, and was very apprehensive on 
examination, which seemed to cause her much pain. The husband 
is on active service, and she looks forward with mixed feelings of 
Pleasure and fear of “ being hurt” to his periods of leave. Is there 
any indication for surgical intervention ? 


A—As is usual in these cases, the difficulty here appears to be 
tefyousness and consequent vaginismus rather than an anatomical 
defect at the introitus. It is not stated how long the couple have 
@habited, but if this woman “ fears” her husband’s return, then 
* Natural cure is no longer likely. Treatment should not be further 
ed, otherwise a cure will be more difficult to obtain. The 
t of the trouble and the importance of muscular relaxation 
be explained to the patient. She should be instructed in the 
of vaginal dilators, which can be obtained in sets of three 
t sizes. If the patient lies in the full dorsal position and 
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concentrates on abducting her flexed knees, the pelvic musculature 
will be relaxed; the smallest dilator, well lubricated, should then 
be passed. The object should be to teach her to pass the dilators 
herself, and when she can use the largest size it should be left in 
place for ten to fifteen minutes each day for about three weeks. 
A preliminary application of a local anaesthetic ointment is some- 
times helpful in the early stages of the dilatation. Also a very 
nervous and shy patient can sometimes pass dilators herself more 
easily than can a doctor or nurse. When the husband returns he 
should be instructed in the proper approach to coitus. If need be 
the patient should use the largest dilator immediately before the 
renew d attempt at coitus. Unless the patient co-operates well and 
makes rapid progress, the above régime should be preceded by 
digital dilatation of the vagina (to admit three fingers) under general 
anaesthesia. In general this gives excellent results, but it is impor- 
tant to start the patient passing dilators within 24 to 48 hours after 
the operation—not to produce further stretching but to convince 
ber that the “ obstruction ” has been removed and to restore her 
confidence. If the examination under anaesthesia reveals that the 
tissues are rigid and will not stretch easily, then enlargement of the 
introitus by plastic operation might be required, but this is 
exceptional. 

If this physical approach to treatment is without avail, then the 
psychological condition of the patient should be explored. 


Polyuria in an Infant 


Q.—My daughter, aged 5 months, bottle-fed, weight 134 lb., has a 
very marked polyuria and frequency. Napkins are soaked, very 
often, as soon as put on, and this may be repeated every five minutes, 
and the bed sheets and pram sheet are usually soaked. The urine is 
markedly acid to litmus, but does not contain albumin or sugar. 
A napkin left on for about an hour smells sometimes very strongly 
of ammonia, and overnight this change proceeds further, with the 
smell of ammoniacal decomposition reminiscent of prostatic cases. 
Although sturdy and compact, she is small and has gained weight 
slowly, having suffered from casein intolerance, so that her diet has 
chiefly been Benger’s milk mixture. Should alkalis or any other 
drugs be used in an attempt to combat the acidity of the urine? 
Would this affect the polyuria and frequency? What dosage would 
be recommended ? 


A.—It would be wise to- exclude a urinary tract infection by the 
bacteriological examination of a catheter specimen of urine. Other- 
wise it would appear that the infant has what is sometimes called 
“ compensated acidosis,” often caused by excess of fat im the diet. 
It would be interesting to know if full-cream milk is being used 
with the Benger’s, and also if cod-liver oil is being given, and in 
what dose. Presumably in such cases fatty acids are diminishing 
the alkali reserve, and the body compensates by causing the child 
to pass urine which is either excessively acid or contains an excess 
of ammonia salts which decompose in the napkins in contact with 
the soda present. Often a mild urethritis or even cystitis is set up 
by irritation, and frequency results. On this basis it would be wise 
to restrict the fat in this infant's food, increasing the carbohydrate 
and substituting a vitamin concentrate for the oil, if given. Citrate 
in doses of 5 gr. three times a day should be given, and powdered 
boric acid used freely on the napkins and in the perinéal region 
to mop up any free ammonia. 


Epidemic of Boils 

Q.—I should be glad to have suggestions on the prevention and 
treatment of widespread recurrent attacks of boils, extending over 
a period of months, in clean and apparently healthy people with 
normal urines and no other discoverable foci of infection. 

A.—This question is rather misleading. Does it mean that 
staphylococcal infection, manifested by crops of boils, is spreading 
among a group of workers in close contact—e.g., typists in a large 
office? If so, there are two problems: (1) to prevent spread of 
the infection from case to case, and (2) to protect or cure the 
individual. If staphylococcal infection is spreading in an office, as 
it sometimes does, attention must be given to the atmospheric con- 
ditions—e.g., ventilation and humidity—which affect both the com- 
fort and the health of the occupants. The staphylococci may per- 
sist in the dust of the room, which should, therefore, be (' oroughly 
washed down and preferably disinfected with sulphur or formalin 
vapour. If skin infections are prevalent among the staff staphylococci 
will be present on the fingers of those who are clinically affected 
and also perhaps of those not obviously infected (symptomless 
carriers). In this way, papers, pencils, typewriters, etc., become 


contaminated and may be the means of passing on the staphylococci. 
In these circumstances the regular use by ail staff of a satisfactory 
skin antiseptic may help to limit the spread. Washing the hands 
with an antiseptic soap in a small quantity of warm water reduces 
the numbers but does not get rid of the staphylococci. 

As regards the individual already infected, the affected parts and 
the surrounding skin should be kept covered with an antiseptic 
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dressing until the lesions are quite healed, for widespread multiple 
boils are usually due to auto-inoculation by contaminated fingers. 
A wet dressing of mercuric chloride 1: 1,000 with an elastoplast 
covering does very well. If the boils are large and causing con- 
stitutional upset the patient should be kept off work and made to 
rest, for there is a danger of generalized infection. ‘ Penicillin is 
now available for the hospitalized patient. Recurrence of the boils 
may be prevented by the use of an autogenous vaccine, preferably 
containing staphylococcus toxoid, so that the individual’s resistance 
is raised both to the toxin and to the organism itself. There is 
experimental evidence that antitoxic immunity is an important factor 
in limiting the spread of staphylococcal infection in the tissues. 


Milk and Sugar-beet Tops 


Q.—Does the feeding of cows on sugar-beet tops affect their milk 
composition either quantitatively or qualitatively? I ask this ques- 
tion with reference to babies fed on cow’s milk. 


A.—The feeding of cows on excessive quantities of sugar-beet 
tops or molassed beet pulp, or beet molasses may cause a fishy 
flavour and odour to appear in the milk. These beet by-products 
contain the nitrogenous base betaine, beet-tops containing an average 
of 0.3%. Betaine is metabolized by the cow primarily to trimethyl- 
amine oxide and rapidly excreted as such in the urine, but while 
the concentration of the oxide in the blood is high small amounts 
of the oxide pass into the milk, and, if they remain there, react 
with the unsaturated acids of the milk fat to produce a fishy taint. 
If, however, sufficient time elapses before the next milking the 
subsequent lowering of the trimethylamine oxide content of the 
blood will be followed by the gradual diffusion of the oxide back 
from the milk to the blood, and the possibility of the occurrence 
of the taint is considerably lessened. The taint is avoided by limit- 
ing the amount of betaine fed to the cow and arranging a long 
interval between the feeding and the next milking. Not more than 
about 60 Ib. of beet tops, given immediately after the milkings, 
should be fed each cow daily. Samples of fishy milk have been 
found to contain from 5 to 11 mg. of trimethylamine oxide per 
litre, and a similar amount of free trimethylamine resulting from 
the ready reduction of the oxide. Apart from these effects the 
feeding of sugar-beet tops to cows is unlikely to affect adversely 
the normal composition of the cow’s milk. 


Prefrontal Leucotomy 


Q.—Has prefrontal leucotomy been performed to any extent on 
patients outside mental institutions? If so, does it have any effect 
on the intelligence, and is it probable that the patient would be 
enabled to earn his own living ? 


A.—Prefrontal leucotomy is most successful in relieving states of 
severe tension, whether protracted or episodic, and its uses are, 
broadly speaking, confined to four classes of illness: (1) depressive 
psychoses, in which convulsion treatment is contraindicated or has 
not proved successful; (2) obsessive-compulsive states of a dis- 
abling degree of severity; (3) some cases of florid schizophrenia 
intractable to other treatments, including insulin and electric con- 
vulsion therapy; (4) long-standing, violent conduct disturbances, 
which mtay be associated with schizophrenia, epilepsy, psychopathic 
personality, mental defect, etc. In the last group improvement is 
likely to be only symptomatic, although recovery has occurred. The 
operation has been, and may well be, performed in neurological 
units, general hospitals, or well-equipped nursing homes, so long as 
the patient’s mentality and conduct do not require the special 
amenities of a mental institution. Most obsessive-compulsive states 
and some depressions fall into this category. It must be remem- 
bered, however, that leucotomy is a. brain ‘operation, requiring, if 


risks are to be minimized, the:services of a neurosurgeon experienced . 


in the special technique of the operation, and his regular team of 
assistants. 

Gross intelligence defect is rarely if ever seen. On the other 
hand, discrimination of the finest degree is likely to be affected, and 
a more irresponsible attitude to life may occasionally develop. 
Leucotomy should not be recommended where patients occupy pro- 
fessional or highly responsible executive posts if there is a reason- 
able chance of recovery without operation; other work can usually 
be carried out as well as, and in many cases of long-standing 
obsessic ial personality definitely better than, before the illness. 


Penicillin for Osteomyelitis 


Q.—1 have a patient recently discharged after recurrent operations 
for osteomyelitis. Is he faced with the prospect of continued opera- 
tions, or does penicillin hold out a hope of arrest or cure? 


A.—The penicillin treatment of chronic osteomyelitis is disappoint- 
ing (see, for instance, I. M. Robertson, B.MJ., April 15, 1944, 
p. 519). Penicillin is a valuable adjunct to radical surgery, but its 
administration, whether locally or even systemically, will not over- 
come an infection which is firmly established in bone. 


LETTERS, NOTES, ETC. 


The Neurotic Background 


Dr. Joun B. Primmer (Cowdenbeath) writes: Air Comme 
Gillespie's excellent paper on psychological medicine and the 
doctor will bear reflection, and should be taken to heart, 
neurotic background is all too common. About thirty years 
before psychotherapy had taken firm root, I inquired into the 
history of a multipara. She was fair, fat, and forty, and complains 
of a plenitude of distressing symptoms that did not seem to & 
into any particular pattern. Her frequent appearances and 
loquaciousness necessitated a hold-up in a busy surgery. D 
pause I diverted her thoughts from the present to a fuli disc 
of her past. After much cicumlocution she at last unburdened 
soul and confessed that, many years before, she had been raped 
a Sunday-school picnic! I did not try to elucidate any x 
details, but as a result of examination reassured her that there hal 
been no untoward result, and that there was nothing organically 
matter. Salpingitis, and certainly sterility, could be ruled out, 
further treatment was necessary, and I saw her no more. With 
husband she subsequently emigrated to a part of our far 
Empire, where she reared more children. Fortunately I did 
advise operation. At that time it was said that an ovary had 
much chance of survival as a snowball in hell! 
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Non-tropical Elephantiasis 


* Dr. Baran P. Harris (Rottingdean) writes: As an alternative 
operation for elephantiasis Dr. James Knott described a method 
treatment in Trans. roy. Soc. trop. Med. Hyg. in 1937 or } 
which I have tried with success in East Africa and which is rou 
as follows. The affected leg and thigh are wound round 
Turkish towelling from toes to groin, which is kept in position 
a few thread stitches. A pair of wooden side-splints (Goodig” 
splinting is suitable) whose combined width does not 
encircle the limb is applied to opposite sides of the leg. Dra 
pins with points facing outwards are fastened along the splints 
pieces of adhesive strapping. A similar pair of splints is 

to the affected thigh. Hessian is now wound round leg and thig 
from toes to groin, over the wooden splints, and is again 

in position by a few stitches. Beginning at the toes, cord is 
threaded round and round the limb through the hessian with 
packing-needle and pulled tight. The limb is now surrounded 
towelling, splints, hessian, and cord. The patient is allowed to wal 
about and considerable pressure can be exerted on the limb 
tightening the cord and taking up the slack daily. (Oedema 
exudes into the towelling.) After a fortnight or month the cc 
ings are removed. Sufficient reduction in size of the limb may 
been effected to enable a leather gaiter from toes to groin to 
made for permanent wear. Or the splints, etc., may have to 
reapplied with pressure for a further period. The method 
appear to apply equally to non-tropical elephantiasis. The o 
paper should be consulted. 


Red Vision after Cataract Operation 


Sir Srewart Duke-ELper (London, W.1) writes: Your 
(Nov. 4, p. 614) as to the aetiology of erythropsia after ¢ 
extraction is, to say the least, inadequate. A cataractous 
absorbs preferentially the short (blue) rays of the spectrum, a¢ 
cumstance which probably explains the occasional and 
occurrence of “blue vision” after an extraction. ,Moreover, 
over-correction of spectacle lenses will produce the visual cite” 
noted. Contrary to the suggestion’ made, “red vision” afters) 7 
cataract extraction is not very uncommon; it is also liable to ¢ ; 
whenever a sudden excess of light enters the eye, as after 
iridectomy, maximal dilatation of the pupils, or prolonged 
dazzle. So far as I know, no adequate explanation has 
advanced. The fact that the red phase of an after-image is 
most potent may have something to do with the matter; while 
report by Edmund that the symptom disappeared rapidly on 
administration of vitamin A in a night-blind subject may be 
preted to support Fuchs’s view that in some way it is 0 
with the visual purple. Whatever it may be the explanation 
be physiological rather than optical. 


Alum-precipitated Pertussis Vaccine 


Giaxo Laporatories Lrp. (Greenford, Middlesex) write: In 
issue of Oct. 7, in answer to a query on whooping-cough 
laxis (p. 486), you, state that the alum-precipitated whoopin 
vaccine is not generally available in this country. This vace 
in fact, generally available and can be obtained without ¢ 
We first prepared it in response to a request from a M.O.H. 
as a result of further demands, we prepared further suppl 
restricted its distribution to public health authorities. More 
as we became assured of the value of this vaccine, we have 
generally available in phials of 5 c.cm. and 10 c.cm. 





